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THREE YEAR EVALUATION OF 
VAGINAL PAPANICOLAOU SMEARS 
IN GYNECOLOGICAL OFFICE 
PRACTICE * 

WINSTON H. WEESE, M.D. 

NEW ORLEANS 

Within the past decade much work has 
been done to further establish the Papa- 
nicolaou smear as it is applied to gyne- 
cology for use as a cancer screening and 


detection method. A review of the Eng- 
lish literature covering this ten year peri- 
od revealed that one hundred eighty-three 


papers had been published, which dis- 
cussed and evaluated the technique. Most 
of this work, however, was done in and 
reported from large teaching and Univer- 
sity Hospitals, using charity patients; and, 
in many instances, using research labora- 
tory procedures and personnel to examine 
the test slides. Additional data of this 
type are reported from community or 
State Health Departments studies.': 

It is believed that a similar study con- 
ducted upon office patients in private 
practice, using the microdiagnostic facili- 
ties in the Pathology Department of a five 
hundred bed general hospital would be 
pertinent and interesting. The purpose of 
this paper is to present the results of such 
a project and to briefly compare the find- 
ings with other reports. No attempt is 
made to discuss treatment or the prob- 
lems involved in cytological diagnosis. 


* Presented at the November 1956 Meeting of 
the New Orleans Gynecological and Obstetrical 
Society. 


Investigations by Ayre," * Meigs,®7 and 
others *-'° confirmed the early work of 
Papanicolaou |! in showing that suspected 
cancer could be diagnosed clinically by this 
method. The importance of the vaginal 
smear as a screening procedure has been 
studied by Fremont-Smith,'? Lombard," 
and others.'*'"© This work points out the 
potentiality of the smear in gynecology. 


Graham,'* from a detailed study of 
known cases of gynecological malignancy, 
concluded that the vaginal smear was as 
reliable as a biopsy, which was taken and 
read in a large hospital. Laird '* goes so 
far as to say that “no pelvic examination 
can be regarded as complete without a 
Papanicolaou smear”’. 

Routine vaginal smears have been advo- 
cated by Martin,'®*° Brason,?! Frech,”* 
and others 7*-*5 as an effective means of 
establishing an early diagnosis which, they 
have shown, considerably enhanced the 
rate of cure. 

Attention has been drawn to early diag- 
nosis by Neibergs,*4 Pund,?* and Doege,?* 
who demonstrated that in situ malignant 
changes may exist in the cervix for six 
to twelve years before they become inva- 
sive. Fremont-Smith and Graham™~* state 
that “early diagnosis is possible only by 
means of periodic examination of sup- 
posedly well women”. Their figures show 
that if cancer of the cervix is diagnosed 
in the intradermal stage it is curable in 
70 to 80 per cent of cases but, unfortu- 
nately, only 1 case in 5 is diagnosed this 
soon. Since many studies have shown that 





78 WEESE—Papanicolaou Smears in Gynecological Office Practice 


the large majority of women with pre- 
invasive cancer have no symptoms, con- 
sideration should be given to the routine 
‘use of this procedure at periodic pelvic 
examinations. Te Linde** estimates that 
once the diagnosis of cancer of the cervix 
has been made and therapy instituted, 1 
woman out of 4 will die from the disease. 

These and other excellent reasons exist 
for utilizing early diagnosis as one means 
of lowering present mortality figures. The 
absence of a cytological diagnostic center 
in many areas, or the problems and time 
involved in sending slides to a distant 
center, may unduly prolong or in some 
cases be a deterrent to early diagnosis. 

These circumstances indicate that it 
would be advantageous to compare the 
results which a general pathology labora- 
tory obtained in interpretation of vaginal 
Papanicolaou smears to the finding of the 
highly specialized cytological diagnostic 
center. Everett,*” a pathologist, has out- 
lined the steps for establishment of a cy- 
tological diagnostic service under the su- 
pervision of the hospital pathologist. It 
is his opinion that a division of cytology 
can be easily added to even a small hos- 
pital laboratory, and that anyone who has 
had experience in examining tissue can 
learn to screen cytology slides. 

METHODS AND PROCEDURE 

The method of taking and preparing 
the smears is well known.*’:*! In this 
study patients were instructed to omit 
douching for twenty-four hours prior to 
coming to the office. At the time of pelvic 
examination a small amount of material 
present in the posterior vaginal fornix 
was aspirated using the Ayres modified 
vaginal glass pipette ** to which a two 
ounce rubber suction bulb was attached. 
This was done prior to any other examina- 
tion and before any lubricating jelly had 
been introduced into the vagina. One 
drop of this material was then placed 
on a glass microscopic slide and a thin 
smear made by spreading it evenly using 
the side of the pipette. It was then fixed 
in a solution composed of equal parts of 
ether and 95 per cent ethyl alcohol for 
one hour.'! The slides were then dried in 


air, labeled, and taken to the Pathology 
Department of the general hospital. 

In the tissue laboratory the vaginal 
smears were accorded special handling 
only in that they were stained using the 
Papanicolaou method instead of hematoxy- 
lin and eosin. Materials used in this proc- 
ess were obtained by the hospital laboratory 
from a commercial supply house. The 
prepared slides were then screened by the 
junior members of the department and 
finally examined by the pathologist and 
his associate. This method of examina- 
tion is used on surgical tissue, and insures 
several independent opinions on each spec- 
imen submitted. Members of the depart- 
ment believe that this has proved to be 
a satisfactory method of screening and 
diagnosing cytological studies.** The re- 
sults obtained in this manner will be com- 
pared to statistics of other studies. 

RESULTS 

During a period of three years, from 
January 1, 1953 to December 30, 1955, all 
new patients and all patients who re- 
turned to the office for a periodic pelvic 
examination were tested by vaginal smear 
and included in this study. A total of 
1,315 smears were taken on 1,109 patients. 
Eighty-eight patients were screened on 
two occasions, 48 patients tested three 
times, 6 patients tested four times, and 
1 patient tested five times. Of the total 
number of individual tests done, 206 were 
performed two or more times. 

The average age of the patients in this 
study was 39.73 years. These ages are 
shown by decade in Table 1. 


TABLE 1 
AGE DISTRIBUTION BY DECADES 


Total Number 








Percentage 
21 1.59 
320 24.33 
327 24.86 
384 29.20 
171 13.00 
77 5.85 
13 -98 
2 15 








The Pathology Laboratory of Southern 
Baptist Hospital, New Orleans, Louisiana, 
reported a total of 10, or 0.9 per cent 
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suspicious or positive smears. After clini- 
cal study, a final diagnosis of malignancy 
was made in 3, or 0.27 per cent of cases. 
This is a ratio of 1 positive to 370 nega- 
tive cases. There were 7, or 0.63 per cent 
in which no malignancy was found after 
clinical investigation. In all 7 suggestive 
cases the pathology present was found to 
be an acute inflammatory process in the 
cervix. There were no false negative tests 
and, to date, no patient in the group re- 
ported as negative has developed cancer. 
RESULTS OF OTHER STUDIES 

A review of recent literature reveals 
that the series of cases published on vagi- 
nal smear can be divided into three gen- 
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eral categories. Table 2 shows representa- 
tive groups of cases screened in large 
institutions, and interpreted by cytological 
laboratories. These studies include many 
charity patients. Table 3 shows the series 
of private cases collected by clinics or 
groups of physicians. Table 4 shows the 
series reported by individuals in private 
practice. Interpretation of slides in pri- 
vate practice was done in a variety of 
ways as shown in Table 3 and Table 4. 
DISCUSSION 

For purposes of comparison the per- 
centage of cases which were proven to 
warrant a final diagnosis of malignancy 
were averaged in each table. In the in- 


TABLE 2 


STATISTICS FROM LARGE 


INSTITUTIONS USING CYTOLOGY 


DIAGNOSTIC LABORATORIES 








Author 
Source of Patients 


Interpretation 
of Slides 


% of 


Error 


Final Dx. 
Proven Ca. 


Number of 
Patients 





Papanicolaou & Traut !! Random cases 


149 
(6.44% ) 


3,014 0.3% Cytology 


laboratory 





Lombard et al 13 
of Massachusetts Dept. 
of Health 


Tumor Diagnostic Service 


Cytology 
laboratory 


141 
(4.93% ) 


2,876 4.0% 





Skapier 34 


Clinic of Memorial 
Hospital, N. Y. 


Strang Cancer Prevention 


21 Not 
(.27%) reported 


Cytology 
laboratory 





Massachusetts General 
Hospital and private 
patients 


Meigs et al 5 


154 
(9.87% ) 


4.0% Cytology 


laboratory 





Cancer Cytology Center 
of Dade County Cancer 
Institute, Miami, Fla. 


Technician 
screening, 
Pathologist 
Cytologist 


61 Not 
(1.72%) reported 





Haynes et al °6 University of Texas and 


Parkland Hospital 


224 
(3.28% ) 


6,816 Not 


reported 


Cytology 
laboratory 





TABLE 3 
STATISTICS FROM CLINIC GROUPS IN PRIVATE PRACTICE 








Author Source of Patients 


Number of 
Patients 


Final Dx. 
Proven Ca. 


Interpretation 
of Slides 





Kimmelstiel et al #7 Community Cytology 
Laboratory 
(County Med. Soc. & 


Am. Ca. Soc.) 


22,008 354 


(0.9% ) 


Cytology 
laboratory 
Pathologist 





Martin et al !9 Gynob Clinic Group 
(8 men) 
San Diego County 


California 


80 Technician 
(0.71%) screening, 
Cytology lab. 

in office 





Marshfield Clinic & 
Private Practice 
Marshfield, Wis. 


Doege 27 


31 Slides sent to 
(1.38%) Cytologist 
(Ca. in 

situ only) 
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TABLE 4 
STATISTICS FROM INDIVIDUALS IN PRIVATE PRACTICE 








Author Source of Patients 


Number of 
Patients 


Final Dx. 
Proven Ca. 


Interpretation 
of Slides 





Belleville 35 
2 yr. study) 


Private Practice * 
Bainbridge, Ga. 


112 2 
(1.79%) 


Sent to Cancer 
Detection Center 





Romberg 29 
(2% year study) 


Private Practice * 
White Plains, N. Y. 


300 2 
(0.67 % ) 


Stained in office; 
read by “‘trained 
personnel”’, 





Present study 
(3 year study) 


Private Practice * 
New Orleans, La. 


1,109 3 
(0.27%) 


Pathologist 
Southern Baptist 
Hospital 





* Vaginal Papanicolaou smear reported taken as a routine office procedure 


on all periodic pelvic examinations and all new patients. 


stitutional series, 4.42 per cent of cases 
screened were ultimately diagnosed as can- 
cer. In private practice groups or clinics, 
0.98 per cent of cases were proven to be 
malignant, and in the series from indi- 
viduals in private practice 0.91 per cent 
of the cases screened were proven to be 
malignant. 


Based upon a review of these repre- 
sentative series the factors which were 
found to have a profound influence on 
reported findings in each study were: 
(1) the age groups from which the pa- 
tients screened were selected; (2) the 
presence or absence of gynecological symp- 
toms in the patients studied; (3) the eco- 
nomic status of the patient and its influ- 
ence upon the frequency of routine peri- 
odic medical examinations; and (4) the 
qualifications of the facility interpreting 
the test slides. 


COMPARISON OF COST IN VARIOUS STUDIES 

The questions of time required to ade- 
quately review slides, cost to the patient, 
and overall cost per positive diagnosis, 
are frequently discussed when mass 
screening or routine office testing is sug- 
gested. Novak* states that some five 
hundred hours of work are necessary to 
reveal one carcinoma. In the search for 
one positive smear a relatively large num- 
ber of tests must be made. Lombard” 
found an incidence of less than 1 per cent 
positive slides in the female population 
who presented no gynecological symptoms. 
He reported less than 10 per cent in a 
group of patients studied who presented 
symptoms. The overall cost per positive 


diagnosis is consequently high. In this 
study, however, no individual patient ques- 
tioned the fee of $5 which was charged 
by the pathology laboratory for staining 
and interpreting the smear. The cost of 
each positive smear was $1,646. Table 5 
shows the cost per positive diagnosis in 
various studies. 


TABLE 5 
COST PER POSITIVE DIAGNOSIS 
IN OTHER STUDIES 








Neibergs #4! 
Meigs 35 

Dade County *5 
Lombard 13 
Kimmelstiel 37 
Martin 19 
Haynes 36 


$150.00 
$900.00 
$300.00 
$1,700.00 
$325.00 
$153.00 
$357.00 





SUMMARY 

A study of 1,315 slides from 1,109 con- 
secutive patients, who underwent a peri- 
odic pelvic examination was screened by 
vaginal Papanicolaou smears. These ex- 
aminations were done in private gyneco- 
logical office practice during a period of 
three years. Cytological preparation and 
interpretations were done in the pathology 
laboratory of a general hospital. A total 
of 10 smears, or 0.9 per cent were re- 
ported as suspicious of which 3 smears, 
or 0.27 per cent were ultimately diagnosed 
as malignant. The results of this study 
are compared to the findings of six series 
done in university and teaching hospitals 
in which specially trained personnel pre- 
pared and interpreted the slides. The re- 
sults are also compared to six series from 
private practice. 

CONCLUSION 
The findings of this study and the re- 
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sults obtained in the screening of vaginal 
Papanicolaou smears by the Pathology De- 
partment of a large hospital compare 
favorably with other representative stud- 
ies, and continued use of this method of 
cytological interpretation is contemplated. 
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CARCINOMA IN SITU OF THE 
UTERINE CERVIX * 
CARY M. DOUGHERTY, M.D. + 
BATON ROUGE 
WILFRED G. DOLAN, M. D. + 
LAFAYETTE 
The purposes of this presentation are 
two: First, to set forth precisely our 
working hypotheses regarding the disease 
of carcinoma in situ of the cervix, and 
second, to summarize a year’s experience 
with the entity as occurring on a very 


* Presented for the Virginia Obstetrical and 
Gynecological Travel Society at New Orleans. 

+ From the Department of Obstetrics and 
Gynecology, Louisiana State University School of 
Medicine, the Walter E. Levy, Jr., Memorial Lab- 
oratory for Gynecological Pathology. 
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active gynecologic service—the Louisiana 
State University Service at Charity Hos- 
pital at New Orleans. Although the medi- 
cal literature bulges with reports of clini- 
cal investigation of intra-epithelial car- 
cinoma of the cervix, there remain cer- 
tain aspects of pathogeneses and clinical 
behavior of the disease which are not 
understood. Questions exist which must 
be resolved in the future by as yet undis- 
covered knowledge, yet the clinician faces 
now the necessity for treating patients 
who manifest the abnormality. While de- 
tails of the cause and nature await fur- 
ther research, it is necessary to formulate 
principles of management from informa- 
tion presently available. 
PRINCIPLES OF MANAGEMENT 

General: Based on our observations and 
those of others we have adopted certain 
concepts. No claim is made for originat- 
ing them. It must be admitted that they 
are supported by evidence much of which 
is circumstantial, nevertheless they seem 
warranted at this time: 

Carcinoma in situ is clinical stage O 
carcinoma of the cervix. 

It is the earliest identifiable stage of 
carcinoma. 

In general it must be considered as a 
progressive lesion which ultimately be- 
comes invasive carcinoma. 

Although usually not reversible, there 
must be instances in which healing occurs 
spontaneously. Indeed, one wonders 
whether a rare invasive growth may heal 
spontaneously. 

Diagnosis: Because intra-epithelial car- 
cinoma does not have a characteristic ap- 
pearance to the clinical examiner, its pres- 
ence has been detected by other means, 
namely, the vaginal smear, routine biopsy, 
and histological study of surgical speci- 
mens removed for another reason. A 
fourth method of detection which will be 
used on this service is inspection of the 
cervix by colposcopy. Once the presence 
of the lesion is suspected by use of these 
methods of examination, the following re- 
quirements must be met: (1) The entire 
lesion must be examined histologically. 
(2) Microscopically, the atypical changes 


must be seen to extend through the thick- 
ness of the epithelial layer, and this should 
be as thick as normal layer of epithelium. 
(3) There must be no invasion of cervical 


’ 3 Ms > a ioe 
Figure 1—Typical carcinoma in situ with gland 
invasion. Surface growth is seen on left, displace- 
ment of glandular epithelium in two acini of a 
cervical gland on right. L.P. 


stroma. (Downgrowth of epithelium into 
cervical glands is not invasion.) 

These requirements are met by obtain- 
ing tissue from the suspect cervix by 


Figure 2—Carcinoma in situ within endocer- 


vical canal. Note the varying thickness of the 
epithelial layer. Although we require full thick- 
ness growth for diagnosis of this entity, the rule 
is clearly not applicable in all biopsy specimens. 


means of low amputation or conization 
with scalpel. Tissue removed by electro- 
cautery is not acceptable for histological 
study. In preparing the tissue blocks, the 
specimen should not be incised and laid 
out flat on the trimming board. It should 
be fixed as received from the operating 
room and then trimmed into blocks cut 
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<5 PN Ss 
Figure 3—Invasion of glands. There is no col- 
umnar epithelium in the center gland but the pat- 
tern is identical to that in other areas where both 
gland and squamous epithelium are present. L.P. 


hat 
ty - 


ular by ana- 


plastic squamous epithelium. L.P. 


Figure 5—Crowded anaplastic growth of squa- 
mous epithelium with remnants of columnar epi- 
thelium. At least 6 mitotic figures are seen in 
this portion of a high power field. 


radially around the canal in order that 
the epithelium is not cracked, wrinkled, 
and peeled in preparation. Thus the cru- 
cial epithelium-stroma relation can be 
studied as it originally existed. 

We have set up a team within the De- 
partment of Obstetrics and Gynecology to 
carry out a diagnostic routine consisting 
of clinical, cytological, colposcopical, and 


Figure 6—A lesion with cytologic detail identi- 
cal with carcinoma in situ. The growth has a 
heavy keratin layer and abnormal eleidin pigment 
layer. Colposcopically this lesion is seen as a de- 
tectable change in the portio epithelium of the 
cervix. L.P. 


histological examinations all very closely 
correlated. We feel that this approach 
is necessary in order to individualize each 
case while maintaining standards of di- 
agnosis. 

Treatment: After establishment of the 
correct diagnosis of carcinoma in situ we 
recommend treatment by hysterectomy, 
without removing ovaries. In instances 
in which pregnancy co-exists with car- 
cinoma in situ we modify management by 
deferring treatment, observing, and re- 
evaluating the case at six weeks post- 
partum. The colposcope will be particu- 
larly valuable in studying these patients. 

EXPERIENCES WITH CARCINOMA IN SITU 

Material Studied: In the year 1954 on 
this service 18 patients came under study 
for carcinoma in situ. The diagnosis of 
invasive carcinoma of the cervix was 
made 85 times. Carcinoma in situ was 
diagnosed as occurring during pregnancy 
one time while invasive carcinoma and 
pregnancy were found in 2 patients. The 
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number of deliveries 
interval was 4,713. 


_ Observations: Table 1 shows the diag- 
nostic method which brought these pa- 
tients under study. Table 2 lists the final 


TABLE 1 
TENTATIVE DIAGNOSIS MADE BY 


in the same time 








Initial biopsy 
Subsequent biopsy 
Hysterectomy 





TABLE 2 
FINAL DIAGNOSIS, 18 PATIENTS 








Carcinoma in situ excluded 
Lost to follow-up after biopsy 





* Admitted to mental hospital. 


TABLE 3 
AGE AND PARITY, 14 PATIENTS WITH CARCINOMA 
IN SITU 


~ Ages: Range: 27-64 yrs. Median: 38 yrs. 
Parity: Range: 0-14 Multip: 11 
Primip: 3 
diagnosis. It is to be noted that the mar- 
gin of error in the initial biopsy is more 
than slight, if one counts an unconfirmed 
positive biopsy of carcinoma in situ as a 
probable error. We think this a safer 
assumption in most instances than the 
speculation that the entire lesion was 
small enough to have been removed by 
the act of biopsy, or that it regressed in 
the interim following biopsy. Table 4 dis- 
plays the definitive treatment carried 
out. Eleven patients had total hysterecto- 
my. Two had full radiation because there 
was some doubt as to presence of real 
invasion, though it is our feeling that 
these patients should be classed as having 


TABLE 4 
METHOD OF TREATMENT, 14 PATIENTS WITH 
CARCINOMA IN SITU 








Total hysterectomy 
Removal of stump 2 
Radiation 2° 


*One patient treated by radiation and hysterectomy. 
TABLE 5 

COMPLICATIONS OCCURRING 
PATIENTS 


AMONG TREATED 


Post operative intestinal obstruction 
Invasive Carcinoma 











noninvasive lesions. Two patients had re- 
moval of a cervical stump. 


Complications: (Table5.) Postoperative 
intestinal obstruction occurred in a pa- 
tient who had total hysterectomy, an in- 
evitable accompaniment of abdominal sur- 
gery in a small percentage of cases. 

Invasive carcinoma developed in one pa- 
tient who had a cervical stump removed 
as definitive treatment for carcinoma in 
situ. In retrospect, it is our opinion that 
the lesion must have been an invasive one © 
at the time of removal and that the 
original diagnosis of carcinoma in situ 
was in error. We think a mistake oc- 
curred due to examination of insufficient 
number of sections, since only three cuts 
were made. 

CONCLUSIONS 

Our observations and experiences, gen- 
erally, tend to confirm our concept of the 
disease of carcinoma in situ as outlined 
in the opening comments. We have dif- 
ficulty, as do most others, in arriving at 
a completely satisfactory diagnosis in 
some instances, as for example, distin- 
guishing between gland invasion and 
stromal invasion. Our tentative diagnosis 
from initial biopsy is erroneous often 
enough that we are wary of resting the 
diagnosis on the reading of a few sections 
of tissue. We have a standing rule pre- 
vailing whenever there is doubt about the 
diagnosis: Cut more tissue. 

Calculation of rates and incidence is 
not justified in analyzing this small sam- 
ple of disease but certain trends may be 
noted. We detect new cases of carcinoma 
in situ almost as frequently as we find 
stage I carcinoma. The median age of 
these 14 patients was 38 years. A small 
but definite number of instances of car- 
cinoma in situ occur in pregnancy, a co- 
incidence to be expected since both occur 
in the same age patients, and also since 
invasive carcinoma is known to co-exist 
with pregnancy. 

In managing carcinoma in situ, care 
must be taken not to undertreat, such as 
with cervical amputation alone. Such an 
error would be more hazardous to the pa- 
tient than one of overtreatment. 
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THE DIAGNOSIS AND TREATMENT 
OF URETHRAL DIVERTICULUM 
IN FEMALE PATIENTS * 
JOSEPH M. BROCATO, M. D.+ 
THEODORE BRADLEY, M. D.+ 
NEw ORLEANS 

Urethral diverticulum represents an un- 
usual and challenging diagnostic problem. 
The present study comprises a review of 
51 cases from the Charity Hospital of 
Louisiana and two private hospitals in 
New Orleans from January 1950 through 
1955. 

The adult female urethra, a fibromus- 
cular canal measuring 3.5 to 4.0 cm. in 
length, is located in the anterior vaginal 
wall adjacent to, and somewhat fixed to, 
the posterior surface of the symphysis 
pubis. The mucosal lining of the urethra 
consists of transitional epithelium in its 
proximal three-fourths and squamous 
epithelium in its distal one-fourth. Huff- 
man! has shown clearly the presence of 
many tube-like glands in the walls of the 
urethra, the largest of which are called 
Skene’s glands and the smaller, para- 
urethral glands. The ducts of the para- 
urethral glands open, for the most part, 
into the lateral and dorsal surfaces of the 
urethral lumen. The female urethra and 
its paraurethral glands and the prostatic 
portion of the male urethra are embryo- 
logically homologous. 

The adult female urethra is frequently 
subjected to trauma and irritation, such 
as is associated with childbirth, coitus, 
catheterization, or infection. Thus, the 
paraurethral glands often become dam- 
aged and infected, and abscess ensues, 
with rupture along the line of least re- 
sistance into the urethra and consequent 
formation of a urethral diverticulum. 
Some believe diverticula to be congenital 
in origin and, in fact, Parmenter? and 
McMahon®* cite instances in which evi- 
dence in support of this concept is highly 


* Presented at the Seventy-sixth Annual Meet- 
ing of the Louisiana State Medical Society, Alex- 
andria, Louisiana, April 25, 1956. 

+ From the Department of Obstetrics and Gyne- 
cology, Louisiana State University School of Medi- 
cine, New Orleans, Louisiana. 
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suggestive, but the consensus still favors 
the acquired mode of development. 
INCIDENCE 

The incidence of diverticulum of the 
urethra is definitely increasing because 
increased interest in this subject during 
the past five to eight years has improved 
diagnosis. In 1944, Menville and Mitchell * 
reported 13 cases among a total of 510,585 
general admissions at the New Orleans 
Charity Hospital from 1923 to 1944. 
“Wharton and Kearns’ of the Johns Hop- 
kins Hospital, reported a ratio of 1 such 
case to 2300 gynecologic admissions dur- 
ing the period from 1890 to 1949, but 
most of the cases were concentrated in 
the last ten years of this period. In the 
present series, a ratio of 1 urethral di- 
verticulum to 430 gynecologic admissions 
was found at the New Orleans Charity 
Hospital during the period 1940 through 
1955. 

DISTRIBUTION BY AGE, COLOR AND SEX 

Patients in this series ranged in age 
from 17 to 56 years (mean 38 years), a 
finding that concurs with previous re- 
ports. One case of diverticulum has been 
reported in a 73 year old woman.® The 
ratio of colored to white patients in the 
present series is 3 to 1, which agrees 
favorably with the findings of Menville 
and Mitchell.t Only 2 instances of di- 
verticulum were found in men, an ob- 
servation that would support the belief 
that injury is the etiologic factor, since 
the female urethra undergoes considerably 
more trauma than the male urethra. Par- 
ity definitely influences the incidence; 
the present series includes 45 parous and 
only 6 nonparous women. 

PATHOLOGIC ANATOMY 

The majority of urethral diverticula 
arise from the middle and posterior one- 
third of the urethra. Since the opening 
is usually into the floor and lateral walls 
of the urethra, the position of most di- 
verticula is inferior and lateral to the 
urethra and closely applied to it. Rarely, 
the diverticulum may arise from the ven- 
tral surface of the urethra and, thus, a 
sac may be encountered in the space of 
Retzius.*7 There may be more than one 


opening into the urethra, and the diver- 
ticular sac may straddle the urethra (Fig. 
la and 1b). Its size can vary from less 
than 0.5 cm. to 8 to 10 cm. in diameter. 
An aberrant or ectopic ureter can open 
into the diverticulum, as reported by 
Charles L. Willmarth* in 4 cases. The 
wall of the diverticulum is usually com- 
posed of chronically infected fibrous tis- 


Figure 1-B 


sue with a granulation tissue lining or 
squamous, transitional, or cuboidal epithe- 
lium, depending upon the duration and ex- 


tent of infection. Organisms usually cul- 
tured out of the sac are of the coliform 
group, hemolytic streptococcus, and staph- 


ylococcus. 
SIGNS AND SYMPTOMS 
A high index of suspicion should be 
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iroused by a history of long-standing or 
recurring bouts of urinary tract infection 
or episodes of dysuria, pyuria, hematuria, 
vladder and vaginal pain. Dyspareunia 
is a common accompaniment of this ab- 
normality, and many patients complain of 
a foul discharge or a desire to void after 
coitus. Approximately 35 per cent of the 
patients in the present series complained 
of dribbling after micturition. This ab- 
normality -may even cause eneuresis in 
children. An observant patient may oc- 
casionally notice a mass in the anterior 
vaginal wall. Other complaints include 
suprapubic and pelvic pain, a feeling of 
fullness in the lower abdomen and vagina, 
and nocturia (Table 1). 
TABLE 1 
SYMPTOMS AND SIGNS IN 51 PATIENTS WITH 
URETHRAL DIVERTICULUM 











~ No.of 
Patients 
Previous urinary tract infection 
Dysuria 
Dribbling after voiding 
Dyspareunia 
Pelvic pressure and pain 
Hematuria 
Stress incontinence 
Urgency 
Frequency 
No symptoms 
Suburethral mass 
Pus, blood, or urine expressed 
DIAGNOSIS 
Examination for this condition should 
be routine practice in all gynecologic ex- 
aminations, just as examination of the 
vulvovaginal area is made for Bartholin 
gland abnormality. With the finger of 
one hand holding the vulva apart, the 
index finger of the other hand is gently 
passed along the dorsal surface of the 
urethra (Fig. 2a and 2b). If a diverticu- 
lum is present, a mass will be palpable 
to the side or beneath the urethra. The 
ability to express pus, blood, or urine 
from a pultaceous urethral mass is pa- 
thognomonic of diverticulum. In ques- 
tionable cases, careful digital examination 
of the urethra over a No. 22 or 24 ure- 
thral sound will permit detection of a 
smaller mass and palpation of a defect 
in the wall of the urethra, which repre- 


Figure 2-B 


sents the diverticular opening. 

After a careful history and physical 
examination, the use of urethrography is 
next in importance for accurate diagnosis. 
In recent times, the Gynecological service 
of the Louisiana State University Medi- 
cal School has been using as a diagnostic 
aid the Trattner catheter, a three-way 
catheter blocked at its distal end (Fig. 
3a and 3b). With a 2-balloon system, both 


Figure 3-B 
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the internal and external meati are 
blocked. An opaque substance (Salpix) 
is injected into the catheter under mod- 
- erate pressure until the mass is felt to 
be distended. The dye enters the urethral 
channel by way of the dorsally-placed 
aperture. Every attempt should be made 
to distend the diverticulum. At this time, 
anteroposterior and lateral roentgeno- 
grams of the pelvic area are taken with 
the patient in the reclining position. This 
- determines the size of the diverticulum, 
its location in relation to the urethra and 
bladder, the number of diverticular open- 
ings, and possibly, but rarely an ectopic 
or aberrant ureter (Fig. 4a and 4b). In 
doubtful cases, the diagnosis can be defi- 


Figure 4-A 


Figure 4-B 


nitely settled by this method, and we have 
done so in 2 cases. Small openings can 
be overlooked with a panendoscope. In 
large diverticula or diverticula closely re- 
lated to the bladder, contrast air studies 
may be helpful. Furthermore, roentgeno- 
grams of the pelvic area may demonstrate 
stones. Following this, a complete uro- 
logic survey should be made, including 
panendoscopic examination of the urethra 
for divericular openings, aspiration of 
contents for culture, and examination for 
other possible abnormalities of the genito- 
urinary tract. 
DIFFERENTIAL DIAGNOSIS 

The differential diagnosis should in- 
clude all masses of the anterior vaginal 
wall. The more common conditions that 
might cause confusion are: (1) urethro- 
cele and chronic urethritis, (2) subure- 
thral cyst, (3) abscess of cyst of Skene’s 
gland, (4) cyst of Gartner’s duct, (5) di- 
verticulum of the bladder, (6) endometri- 
osis, and (7) varicosities. Neoplastic le- 
sions of the urethra, Skene’s glands, and 
anterior vaginal wall must also be con- 
sidered. 

COMPLICATIONS 

Complicating pathologic conditions, al- 
though not numerous, are important. 
Wharton and Kearns® have reported that 
10 per cent of all diverticula are associ- 
ated with the presence of stones; 4 such 
cases are included in the present Charity 
Hospital series. Adenocarcinoma has been 
reported in a few instances, and 2 cases 
of spontaneous urethrovaginal fistula were 
found in the present series. 

TREATMENT 

It is generally advocated that all di- 
verticula of the urethra should be re- 
moved, unless age, health, and other con- 
ditions preclude operation. Asymptomatic 
diverticula will eventually lead to dif- 
ficulties, and conservative therapy with 
antibiotic drugs, periodic emptying by 
massage, and hot baths have no place in 
definitive therapy of diverticula. In pa- 
tients with an acute diverticular abscess, 
incision and drainage may be accom- 
plished through the vagina. Furniss® has 
postulated that some diverticula are due 
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to urethral stricture, and any such ab- 
normality should be corrected by dilata- 
tion, meatotomy or both. 


In 1936, McNally '° described an oper- 
ation for the radical treatment of ure- 
thral diverticula, consisting of excision of 
the lesion. His technic, or modification 
thereof, is now accepted as the operative 
method of choice in many clinics. In the 
Gynecological service of the Louisiana 
State University Medical School, we have 
been utilizing a ten day period of pre- 
liminary therapy in infected cases. Three 
grams of cortisone or comparable amounts 
of related steroids are administered dur- 
ing this period to reduce the inflamma- 
tory reaction about the sac and facilitate 
dissection. Daily digital emptying of the 
sac, sitz baths, and administration of ap- 
propriate antibiotic drugs are recommend- 
ed. At the end of this time, the operative 
procedure is undertaken. 

In preparation for the operation, the 
patient is placed in an exaggerated li- 
thotomy position. A No. 8 or No. 10 
Hegar dilator is placed in the urethral 
canal and is used to outline the urethra 
as well as to displace the urethra and 
diverticulum forward for greater accessi- 
bility. A longitudinal incision is made 
into the vagina over the sac, and the 
vaginal mucosa is dissected laterally. The 
pubocervical fascia is dissected from the 
mucosa, as in anterior vaginal repair, 
to free the urethra and the diverticular 
sac. The dissection of the sac is continued 
as completely as possible, and the sac is 
opened. At this point, a procedure de- 
scribed by Moore" in 1952 may be util- 
ized: A Foley catheter, with the tip re- 
moved, may be inserted into the sac 
through a stab wound, after which the 
opening is closed about the catheter with 
a pursestring suture. By traction on the 
catheter, the sac containing the distended 
balloon is better outlined, and the dissec- 
tion is facilitated. After the sac is 
opened, the Hegar dilator can be seen 
shining through the opening in the ure- 
thral wall. At this time it is important 
to determine whether or not there is more 
than one opening into the sac. Further- 


more, the size of the opening should be 
noted to facilitate dissection of the sac 
and prevent damage to the urethral walls. 
The excess part of the sac is excised, and 
the opening is closed with interrupted 
atraumatic 000 catgut sutures. The Hegar 
dilator will prevent too tight a closure. 
A second layer of chromic 00 is used to 
approximate the pubocervical fascia, and, 
finally, the vaginal mucosa. 

Edwards and Beebe’ have described 
a new operative technic, consisting in in- 
cision of the urethral floor from the ex- 
ternal meatus to the diverticular opening. 
They contend that such incision of the 
urethral floor affords increased exposure 
and thus permits prompt identification of 
the orifice, or orifices, of the diverticu- 
lum. 

Occasionally, complete dissection of the 
sac becomes difficult. In such cases, it 
is sufficient to outline the opening clear- 
ly and close it, as described. The lining 
of the remainder of the sac can be de- 
stroyed with phenol or with an electrical 
unit. 

Gilbert and Cintron* described a tech- 
nic for the operative treatment of a di- 
verticulum in the space of Retzius. With 
the use of the panendoscope, the opening 
is located, and a ureteral catheter is 
threaded into the sac. The urethra is ap- 
proached by the suprapubic route. With 
the ureteral catheter coiled about, the 
diverticulum can be dissected and excised. 
In nulliparous patients, the Schuchardt 
incision will greatly enhance exposure. 

Routine use of an indwelling catheter 
has not been necessary; most patients will 
void without difficulty. Some may require 
one or two catheterizations, which should 
be done gently with the use of a small 
catheter. By elimination of the indwelling 
catheter, the duration of hospitalization 
can be reduced 40 to 50 per cent (Table 
3). 

POSTOPERATIVE COMPLICATIONS 

Postoperative complications are rare. 
Recurrences and formation of fistulae 
may occur but can usually be avoided by 
good operative technic with the use of 
the layer method. Incontinence is usually 
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TABLE 2 
TYPE OF TREATMENT IN 51 PATIENTS WITH 
URETHRAL DIVERTICULUM 
No. of 
Patients 





Excision of diverticulum 
With postoperative catheter 20 
Without postoperative catheter 11 
Vaginal hysterectomy—Anterior repair 7 
Schuchardt incision 2 
Incision of urethral floor 1 
No operation 6 
To be operated 4 





temporary and disappears within one to 
three weeks. 


SUMMARY 

Urethral diverticula are not rare, the 
incidence having increased recently with 
greater awareness of the condition and 
improved diagnostic methods. The etio- 
logic role of trauma in this condition is 
suggested by the greater frequency ob- 
served in women, in whom the urethra is 
subjected to considerable injury. The use 
of the Trattner catheter in urethrography 
will assist materially in establishing the 
diagnosis. All urethral diverticula should 
be excised, if feasible. The importance of 
preliminary therapy with cortisone, man- 
ual emptying, and appropriate antibiotics 
is stressed. 
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TUBERCULOSIS; 
EYE * 

LEON F. GRAY, M.D. 
SHREVEPORT 

Tuberculosis is an infectious disease 
caused by the tubercle bacillus (Myco- 
bacterium tuberculosis) and characterized 
by the production of tubercles. 

The etiological agent of human tuber- 
culosis is the Mycobacterium tuberculosis. 
Of the several members of this group of 
bacteria, only two are important, since 
none of the others have been shown con- 
clusively to give rise to disease in man. 
Human tuberculosis is produced either by 
Mycobacterium tuberculosis (homonis) or 
by Mycobacterium tuberculosis (bovis). 
Both of these organisms produce disease 
in the lower animals as well as man. 

The mature organisms produce a highly 
resistant, waxy covering which in itself 
is harmful. It is this waxy coat that gives 
to the tubercle bacillus its most distinctive 
physical and chemical character, the abili- 
ty to absorb specific dyes and to retain 
them when the stained bacilli are treated 
with acids. 

MODE OF ACTION OF THE TUBERCLE BACILLUS 

It produces injury to tissues by a varie- 
ty of means, and both living and dead or- 
ganisms are effective, but not in the same 
way. Only the living organisms are capa- 
ble of producing the progressive disease, 
but dead bacilli may produce initial focal 
lesions that are virtually indistinguish- 
able from those produced by living or- 
ganisms. 

There is no indication that the tubercle 
bacillus produces an exotoxin, nor does it 
produce an endotoxin, in the ordinary 
sense of the term. 

Its lethal effect arises chiefly out of the 
fact that it sensitizes the tissues to its 
own products of disintegration to such an 
extent that the tissues become highly sus- 
ceptible to injury and are killed when sub- 
sequently they are exposed to these or- 
ganisms or to their chemical derivatives. 


* Presented at the Seventy-sixth Annual Meet- 
ing of the Louisiana State Medical Society, Alex- 
andria, La., April 24, 1956. 
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A possible secondary injury must be 
added to the above, which is produced by 
toxic products of tissues which disinte- 
grate following primary injury through 
the sensitization mechanism. 

Anderson ' and others in this field have 
isolated from the tubercle bacillus, three 
important fractions, namely, lipoids, pro- 
teins and carbohydrates. Sabine '' and her 
coworkers have made extensive studies of 
the specific action of these fractions upon 
animal tissues. 

The response of animal tissues to frac- 
tions of the tubercle bacillus, as noted 
above, are as follows: The lipoids, of 
which the most important constituent is 
phthioic acid. The carbohydrates are prin- 
cipally polysaccharides. The proteins are 
not all alike, some being antigenic while 
others are not. 

The lipoid phagocytizes the macro- 
phages. The phagocytosed lipoid acts as 


an alternative stimulus to the cells and 
causes them to take on an epithelioid ap- 


pearance. Some of these cells are con- 
verted into multinucleated giant cells, 
through an increase in size. This is due 
to phthioic acid, primarily. 

The polysaccharide fraction of the ba- 
cillus is highly chemotactic for the poly- 
morphonuclear neutrophillic leucocytes. It 
is worth noting that the polysaccharides 
also are highly toxic for the neutrophillic 
leucocytes, a condition that may have 
much to do with characteristic disappear- 
ance from the lesion in the early stages 
of its development. 

Repeated injections of protein derived 
from tubercle bacilli provoke a pronounced 
response of plasma cells in the injected 
areas. Each one of the derivatives of the 
organism calls out these cells, but the 
plasma cell reaction apparently is more 
pronounced and more regular in its ap- 
pearance following the injection of the 
protein fraction. Of far greater impor- 
tance than the morphological reaction to 
the proteins is the immune response of 
the tissues to this fraction. In the non- 
tuberculous animal a first injection of 
protein provokes no visible response, but 


in the tuberculous animal the condition is 
quite different. The tissues of the tuber- 
culous animal are progressively altered 
by their continuous association with tu- 
bercle bacilli and their derivatives, and 
finally they attain a high degree of sensi- 
tization to these antigens. The result of 
this is that the most violent acute inflam- 
matory reaction occurs when protein de- 
rived from tubercle bacilli is injected 
into the tuberculous animal. Although this 
sensitization (tuberculous allergy) takes 
place only through actual tuberculous in- 
fection or through the introduction into 
the tissues of the whole bodies of dead 
tubercle bacilli it has long been thought 
to be related specifically and, most likely, 
exclusively to the protein component of 
the bacillus. 
OCULAR TUBERCULOSIS 

It may be taken, therefore, that with 
the exception of acute miliary tuberculosis, 
ocular tuberculosis occurs with the great- 
est rarity in the presence of active tuber- 
culosis elsewhere, but rather in appar- 
ently normal, healthy well-nourished in- 
dividuals with a healed or benign tuber- 
culosis infection. In some organ, usually 
the lymphatic system in the chest, more 
rarely in the lungs, the glandular depot, 
even though it is usually slight, quiescent, 
clinically healed or calcified, being capable 
of disseminating infection after the pri- 
mary pulmonary focus has healed, pre- 
sumably by the occurrence of an intermit- 
tent bacillaemia which is usually without 
systemic significance. 


The incidence of ocular tuberculosis is 
typical of tuberculosis generally. It can 
affect any part of the eye ball, its adnexa 
or the optic nerve. 


The part of the eye in which we see it 
most, is the choroid. Here, it occurs in 
acute or miliary and chronic forms. Mili- 
ary tubercles are found in the late stages 
of acute miliary tuberculosis, especially 
tuberculous meningitis. Ophthalmoscopic- 
ally they appear as round, pale yellow 
spots, most frequently observed in the 
neighborhood of the disc, though any part 
of the choroid may be attacked. Generally 
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only three or four spots are seen, but as 
many as sixty or seventy have been found. 
They vary in size from pin-point specks 
‘to 1 or 2 mm. in diameter. They usually 
project slightly, so as to raise the retina 
but the inner surface is often quite flat, 
while the outer surface projects into the 
retina. They afford the most important 
diagnostic evidence of tubercle in cases of 
meningitis and obscure general disease. 
Microscopically they consist of typical 
‘giant cells, containing a variable number 
of tubercle bacilli. 

Chronic tubercle may occur as a diffuse 
or disseminated inflammation affecting 
large areas or the whole choroid, and 
characterized by the extensive develop- 
ment of granulation tissue; or, more rare- 
ly, as a solitary or conglomerate mass, 
simulating sarcoma, but usually showing 
definite signs of inflammation, e.g., edema 
of the retina, vitreous opacities, etc. The 
mass consists of granulation tissue con- 
taining giant cells, spreads until it in- 


volves the retina and may finally fill the 
posterior part of the globe. 


TREATMENT OF OCULAR TUBERCULOSIS 

The treatment of this disease is out- 
lined in detail in two very fine articles by 
Kratka® and Woods.'? Both treatments 
are excellent. You will find the treatment 
which Dr. Woods uses outlined below. 


This concept of the pathogenesis of ocu- 
lar tuberculosis gives us our clue to the 
treatment of the disease. The first step 
is to conserve and promote the native and 
acquired resistance. There is little that 
can be done on this point other than 
regulation of the personal hygiene, proper 
diet, control of intercurrent infections, 
elimination of foci of infection, and any 
other therapy indicated by the individual 
needs of the patient. 

The second point is the estimation of 
the degree of tissue hypersensitivity pres- 
ent. If there is a high degree of tissue 
reactivity to tuberculin or evidences of 
acute inflammation in the eye, the sensi- 
tivity of the ocular tissues to tuberculo- 
protein may be assumed to be high. De- 
sensitization therapy with tuberculin is 


then indicated. It should be undertaken 
with the realization that it. is a long and 
tedious process, that it will take months 
to achieve tissue desensitization, and that 
once such desensitization is attained, tu- 
berculin must be continued for a long peri- 
od to prevent a return of the hypersensi- 
tivity. The dose of tuberculin should al- 
ways be below the point of reaction of 
the individual patient, and all local and 
focal reactions should be avoided. Such 
desensitization therapy is indicated for 
the reason that should the patient have a 
recurrence, such recurrence will take place 
in insensitive tissue and the destructive 
phases of the tuberculous lesion be 
avoided. 

The final, and most important step is 
the direct attack on the bacilli. To this 
end there are available isoniazid, strep- 
tomycin, and para-aminosalicylic acid or 
thiazolsulfone (Promizole) as adjuvants. 
The specific therapy consists of a mixture 
of streptomycin and dihydrostreptomycin, 
1.0 gm. every second day; para-amino- 
salicylic acid, 12 gm. daily, and isoniazid, 
300 mg. daily in divided doses. After five 
days the dose of isoniazid may be reduced 
to 150 mg. Treatment should be continued 
for a minimum period of forty-two days, 
and longer if a full therapeutic response is 
not obtained. The patient should be care- 
fully watched for any side-effects, and if 
such are noted the drug probably respon- 
sible is either omitted entirely or the dose 
greatly decreased. If para-aminosalicylic 
acid is believed responsible, thiazolsulfone 
may be substituted. 


With such a regime, in cases of un- 
doubted ocular tuberculosis, some clinical 
improvement is usually noted within two 
weeks. The absence of any therapeutic re- 
sponse within three weeks throws doubt 
on the validity of the original diagnosis. 
Even with a favorable initial response and 
complete control of all clinical evidence 
of activity there are recurrences of the 
ocular disease in about 25 per cent of 
the patients adequately treated. For this 
reason, desensitization therapy is indicated 
to lessen the severity of such recurrences 
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and prevent. the destructive phases of the 
lesion. 
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DISCUSSION 

Dr. Pegram L. McCreary (Lake Charles): The 
striking characteristic of ocular tuberculosis ac- 
cording to Wood is the pleomorphism of the le- 
sions, that is, the widely different clinical pictures 
produced in the eye by infection with the tubercle 
bacillus. These lesions fall into four general 
groups, that may often merge one into the other. 

First, ocular tuberculosis may be little more 
than a foreign body reaction. An example of 
this lesion is miliary tuberculosis of the iris, in 
which there may be a minimum of inflammation 
and no tissue destruction. The tubercles may be 
absorbed or hylinized leaving little or no residua. 

Second, the lesion may be characterized by 
sharp inflammation, but the process quickly be- 
comes circumscribed and heals. Recurrences at or 
near the original lesion are frequent. Examples 
of this type are sclerokeratitis of young adults, 
and what de Schweinitz has aptly termed “cir- 
cumscribed plastic choroiditis” 

Third, tuberculous eye disease may be char- 
acterized by a long drawn out chronic course, 
with exacerbations and remissions and sometimes 
a slowly progressive tissue destruction. An ex- 
ample is the chronic tuberculous uveitis of adults. 

The fourth type of ocular tuberculosis may take 
on the picture of a violent rapidly spreading in- 
flammation with marked tissue destruction, ne- 
crosis, and caseation, sometimes terminating in 
rupture of the globe. An example of this is the 
rapidly spreading chorioretinitis of children and 
young adults, and caseating tuberculomas. 

There are many difficulties encountered in de- 
ciding whether a particular case of endogenous 
chronic endophthalmitis -is or is not tuberculous. 
Consequent upon these difficulties are large and 
unresolved uncertainties as to whether tubercu- 
lous infection is responsible for a large or a 
small fraction. of the cases in which it may rea- 


sonably or remotely be suspected. These doubts 
do not, however, justify the conclusion that ocular 
tuberculosis does not exist. There are cases in 
which ocular tuberculosis can be established with 
a high degree of certainty, and the proper treat- 
ment instigated as has been so well outlined by 
Dr. Gray. 


4). 
Vv 
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SHREVEPORT 

Tularemia is endemic in northwest Lou- 
isiana, and Confederate Memorial Medical 
Center of Shreveport which serves this 
area offers unusual opportunities to study 
the disease. Because of the frequent oc- 
currence of tularemia in this area con- 
siderable experience has been accumulated, 
and it is believed that some of the impres- 
sions gained are not generally appreciated. 
It is the purpose of this presentation to 
review the clinical material in this hospi- 
tal and to point out some manifestations 
of the disease which appear to be fairly 
common, but have not been adequately 
emphasized. 

The data presented are the result of an 
analysis of 147 cases seen from June 1948 
to June 1955. Occasional reference for the 
sake of comparison is made to a previous 
unpublished study by one of us (F.T.D.) 
which included 169 cases seen from Janu- 
ary 1934 to January 1948. 

In the present series all cases met one 
of the following diagnostic criteria. In 86 
cases the diagnosis was proven by a rising 
titer of serial tularemia agglutinations 
performed at least forty-eight hours apart. 
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In 52 cases there was a typical clinical 
picture of tularemia with a single high 
agglutination titer. In these, all had ag- 
‘glutinations of 1:160 or greater and only 
3 had titers of less than 1:1280. In 9 
cases autopsy findings alone were diag- 
nostic. One of the autopsied cases was 
further proven by guinea pig inoculation. 
INCIDENCE 
During this study period there was an 
average of 21 cases of tularemia per year; 
‘during the same period the total hospi- 
tal admissions averaged 22,000 per year. 
Eighty-nine per cent of the tularemia 
cases were in the colored race, though 
only 65 per cent of all hospital admissions 
were colored. Men were affected more 
often than women by a ratio of four to 
one (117 to 30). There were 100 colored 
males, 31 colored females, 15 white males, 
and only 1 white female, The age of the 
patients ranged from three to eighty 
years and there was an even spread of 
cases throughout the decades of life. 
VECTORS 
A host of vectors may transmit Pas- 
teurella tularensis. In this series, how- 
ever, only three vectors were encountered : 
ticks, rabbits, and squirrels. For an analy- 
sis of the vectors and the type disease 
they caused, refer to Table 1. 
TABLE 1 
TULAREMIA VECTORS 
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It is interesting to note, and should be 
emphasized, that in 87 cases (or 59 per 
cent) no vector could be established. In 
only the ulceroglandular form was the 
association of a vector with an ulcer and 
lymphadenopathy a fairly consistent and 
reliable clue in the diagnosis. In, the other 
three clinical tularemia failvre 
bt a vector history was the rule. 


types of 
TO O tain 


The 
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tn 


failure to determine a vector contact, 


, To ka 
ereTtore, aoe not ce stitute evidence to 


rule against the diagnosis of tularemia, 
and this should be kept in mind when 
dealing with a fever of undetermined ori- 
gin. 

INCUBATION PERIOD 

Generally the incubation period was dif- 
ficult to ascertain, particularly in view 
of the large number of cases in which no 
vector could be established. In only 32 
of the 147 cases could an incubation period 
be determined with any degree of ac- 
curacy. In these cases it ranged from less 
than one day to fourteen days with a 
mean of five and seven-tenths days and a 
median of three days. 

GENERAL 

The study of these cases has shown that 
tularemia is a febrile disorder with rather 
protean manifestations. It may be seen 
as a severe, toxic, overwhelming infection 
but may also occur as a mild disorder with 
only lymphadenopathy as a complaint. 

In this study, for convenience of dis- 
cussion, the disease has been divided into 
four clinical types: ulceroglandular, ty- 
phoidal, glandular, and oculoglandular. 

ULCEROGLANDULAR TULAREMIA 

The ulceroglandular form was the most 
common type. It occurred in 68 of the 
147 cases (or 46 per cent) of the total. 
It was the easiest of the four types to 
diagnose because of the characteristic ap- 
pearance of a superficial ulceration (not 
always single) with regional adenopathy. 
A vector history was established in 45 of 
the 68 cases and a correlation between the 
site of the ulcer and the type vector could 
be exhibited. In those cases transmitted 
by the rabbit or squirrel the primary 
lesion was located on the hand; when the 
tick was the vector the ulcers usually ap- 
peared on the trunk, especially in the 
groin or axilla. Ulcers of the perineum 
and external genitals were not infrequent 
and their occurrence in these locations 
necessitated careful inspection for discov- 
ery. An almost constant sign or symptom 
was fever, which tended to be septic in 
type in almost half of the cases (30) with 
irregular spikes from 102 to 104° F. Fever 
described as_ inter- 
variable 


in other cases was 
> 1 
(16) and 


Chills 


eye ? . 
grade o1 


low 


mittent 
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he patients, usually in those with septic 
temperature. 

Other common manifestations were mal- 
aise, weakness, and headache. Delirium, 
coma, pharyngitis, and jaundice were rare 
manifestations. 

TYPHOIDAL TULAREMIA 

Typhoidal tularemia was diagnosed in 
patients who demonstrated no ulcers, lym- 
phadenopathy, or eye lesions. It was easi- 
ly the most dramatic, the most serious and 
the most difficult to diagnose. Fifty-three 
(36 per cent) of the total cases were of 
the typhoidal variety. 

These patients were usually admitted to 
the hospital acutely ill with fever, chills, 
and malaise. Prostration (11), abdominal 
pain (7), delirium (5), dehydration (5), 
pharyngitis (4), meningismus (4), vomit- 
ing (4), and diarrhea were also noted. 
The diagnostic difficulties associated with 
such a picture are apparent. A history of 
vector contact was of little value because 
a definite vector was noted in only 11 
instances (20 per cent). 

Pulmonary involvement was pronounced 
in this group. Forty per cent showed 
pneumonia or pleural effusion. The throat 
was frequently involved, varying from 
pharyngitis to ulcerative tonsillitis. Diar- 
rhea was recorded in 17 per cent of the 
typhoidal cases and was limited to this 
form of the disease. Diarrhea was usually 
“loose and watery” but once was descrived 
as bloody. 

The fever in this type disease tended 
to be septic (54 per cent) and quite high. 
Thirty-two (60 per cent) of these patients 
had temperature of 104° or greater. Tem- 
perature consistently below 103° was rare 
(only 3 cases). 

GLANDULAR TULAREMIA 

Glandular tularemia occurred in 22 (15 
per cent) of the cases. These cases were 
characterized by adenopathy without ul- 
ceration and the patients usually had a 
rather vague illness of some weeks dura- 
ion before entering the hospital. A vector 
vas established in only 3 cases. The most 

sual complaint was related to adenopathy 
nd in 8 (36 cent); 


ther complaints. The 


per there were no 


nodes were r‘ 


gional and most commonly axillary (10) ; 
cervical, and inguinal nodes were also fre- 
quently involved. Occasionally the nodes 
suppurated and surgical drainage was nec- 
essary. The lymphadenopathy was of 
rather long duration, persisting from 
three weeks to more than four months. 

Fever was noted in all patients who had 
symptoms other than lymphadenopathy 
(59 per cent). Chills occurred in one-half 
of the patients who had fever. In those 
patients with fever and chills, there were 
other constitutional symptoms such as 
malaise and weakness. 

OCULOGLANDULAR TULAREMIA 

The oculoglandular form occurred 4 
times, and once the patient apparently 
inoculated his eye himself. In this case, 
which was initially ulceroglandular, there 
was an ulcer on the index finger with 
epitrochlear nodes. While on treatment 
the patient rubbed his eye, and after an 
undetermined period developed severe con- 
junctivitis. The eye cleared on no therapy 
other than that afforded him for systemic 
tularemia, and it was felt that he had 
tularemic conjunctivitis. 

In the other 3 cases there was also con- 
junctivitis. Submaxillary nodes were pres- 
ent in conjunction with the eye lesions. 
In all cases the clinical picture was that of 
a septic illness with high fever, chills, 
malaise, and weakness. In no cases were 
there any late eye sequelae. In one case 
with unilateral eye involvement, erythema 
multiforme and ulcerative stomatitis were 
also present. 

MANIFESTATIONS DESERVING EMPHASIS 

The occurrence of pneumonia, throat in- 
volvement, and renal involvement ap- 
peared frequently enough to deserve spe- 
cial mention. Pneumonia occurred in 19 
per cent of all cases. The pneumonic 
manifestation appeared most frequently in 
the typhoidal type of disease with 41 per 
cent of this group being involved. Only 
5 per cent of the ulceroglandular cases 
showed pulmonary involvement. 
of glandular tularemia 
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There was involvement of the mouth or 
pharynx in 12 of the typhoidal cases (25 
per cent). Usually these patients had 
ulcerative pharyngitis and the appearance 
of the tularemic lesion was noted to close- 
ly resemble a diphtheric membrane in a 
number of instances. 

Renal involvement was the most serious 
complication. Six of the 11 fatal cases 
were demonstrated to have the pathologic 
_lesion known as lower nephron nephrosis 
and all died with oliguria, acidosis, and 
azotemia. On occasion, these patients 
seemed to improve in regard to their sep- 
tic state but could not survive the effects 
of renal shutdown. In the earlier series 
of 169 patients acute renal failure was 
also noted to occur not infrequently, and 
was associated with hypoglycemia. In the 
present series no data relative to hypogly- 
cemia was available. Renal failure is dis- 
cussed more fully in a later section. 

LABORATORY DATA 

The hematologic data obtained on these 
patients is compiled from single blood 
counts obtained from each patient on ad- 
mission to the hospital. Subsequent counts 
were not analyzed. In the vast majority 
the blood count was taken while the pa- 
tient was in the acute stage of the illness. 
The total WBC count under these condi- 
tions was found to have a wide range— 
from 3,000 to 24,000, (Mean 11,000). In 
those cases with leukocytosis there was 
a definite neutrophilic preponderance. 
Marked leukocytosis was rarely found and 
normal blood counts were common, A 
mild anemia (11.8 gm. Hb. average) was 
usually recorded on admission. 

Agglutinations were done on all cases 
except those who died before the disease 
was suspected (4). In general, the agglu- 
tination for tularemia was not positive 
before the beginning of the second week. 
The titer rose progressively, usually to 
1:1280 or more by the third or fourth 
week. In 10 cases agglutinations were 
done from six to twenty-seven weeks after 
the onset of the illness. In all of these, 
titers were 1:2560 or more, and in one 
case was 1:10240. Unfortunately, it could 
not be determined just how long the titers 


remained significantly elevated. 

Agglutinations for brucella, typhoid, 
paratyphoid, and typhus were also per- 
formed one or more times in all but 12 
cases. There was almost no significant 
cross agglutination with B. abortis al- 
though such is ordinarily thought to occur 
frequently. In only 5 cases was there a 
titer for B. abortus of 1:160 or more. In 
one case a high titer of 1:5120 for bru- 
cella caused confusion in the diagnosis. 
An absorption test was done, however, 
which proved the diagnosis to be tulare- 
mia. In all other cases of conflict the 
tularemia titer was found to rise while 
the brucella titer subsequently fell. Other 
febrile agglutinations were never of high 
enough titer to cause confusion. Treat- 
ment was not found to alter the trend of 
tularemia agglutinations as far as could 
be determined. An occasional high hetero- 
phile (Paul-Bunnel) agglutination was en- 
countered. 

DEATHS 

In the analysis of 169 cases of tularemia 
seen from January 1934, to January 1948, 
there were 53 deaths (all autopsied) or a 
mortality of 33 per cent. In the present 
series of 147 cases, 11 died or a mortality 
rate of 7.5 per cent, illustrating how the 
prognosis has changed with the develop- 
ment of specific antibiotic agents. 

The typhoidal form was the most fatal; 
10 of the 53 patients died, (19 per cent). 
The other death occurred in an _ ulcero- 
glandular case. The average age of those 
dying was fifty-three years (range 17 to 
79 years). 

The duration of illness varied from six 
to thirty-nine days with a mean of four- 
teen days and a median of ten days. Since 
agglutinations for tularemia do not occur 
before the seventh to fourteenth day of 
illness, the patient may die before the 
serologic test can become useful. In only 
2 cases was the diagnosis established be- 
fore death. In 5 cases the diagnosis was 
suspected and agglutinations were per- 
formed with a negative result. Four times 
patients died before the diagnosis was sus- 
pected. 

In the one case in which death occurred 
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after thirty-nine days of illness, the cause 
of death was a rapidly growing retrolar- 
yngeal abscess. This abscess came on after 
the patient was afebrile and improving, 
but grew so rapidly that respiratory ob- 
struction and death occurred before the 
abscess was recognized. 


All the other cases were dramatic infec- 
tions. These patients died in one of two 
ways. Some died rapidly (earliest in six 
days), apparently solely of overwhelming 
toxemia. In this group there were 4 cases 
and none of them received streptomycin. 
Two received penicillin and sulfonamides 
with no effect. 

The other 6 cases, interestingly, expired 
in a clinical state of uremia and at autop- 
sy were found to have the lower nephron 
lesion. All of these patients were des- 
perately ill throughout the course of their 
illness, although in 2 cases fever was nor- 
mal at the time of death, apparently as 
a result of streptomycin therapy. Case 
521075, a 57-year old colored male, is 
cited as an example of severe tularemia 
terminating in renal failure. This patient 
was taken suddenly ill ten days prior to 
death with abdominal pain, backache, and 
fever. After being ill for four days with 
these symptoms he was referred to this 
hospital in a state of semistupor, dehydra- 
tion, oliguria, and with a fever of 102° 
which rose to 107° on the same day. In- 
itial blood chemistries included an NPN 
of 85 mgm. per cent and a creatinine of 5.1 
mgm. per cent. Despite streptomycin and 
appropriate parenteral fluids and suppor- 
tive measures the patient expired six days 
later after continued oliguria and with a 
terminal NPN of 174 mgm. per cent and 
a creatinine of 14 mgm. per cent. At 
autopsy there were foci of necrosis in the 
lungs, peribronchial lymph nodes, spleen, 
liver, and bone marrow consistent with 
tularemia. The kidneys demonstrated tu- 
bular changes of lower nephron nephrosis 
and other significant pathologic changes 
were absent. There was no known vector 
and the tularemia agglutination was nega- 
tive. 

The other 5 cases had similar clinical 
laboratory’ and autopsy findings. The 


pathogenesis of the renal lesion is not 
clear from the available data, as the pa- 
tients more often than not were uremic 
on admission. The possible role of hypo- 
tension or drugs given prior to entry 
unfortunately could not be established. 

The pathologist at this hospital in per- 
forming the 53 autopsies of the earlier 
series and the 11 of the present series 
noted the frequent occurrence of areas of 
necrosis involving the liver, spleen, and 
upper abdominal lymph nodes. These 
changes resembled those frequently en- 
countered in tuberculosis. However, their 
occurrence simultaneously in these organs 
in a patient dying of a febrile illness of 
two weeks’ or less duration came to be 
relied upon as a highly dependable diag- 
nostic combination of findings in fatal 
tularemia. This has come to be known as 
the “Mathews Triad” at this institution. In 
the early series confirmation of the diag- 
nosis was almost always afforded by 
guinea pig inoculation. In the current 
series guinea pig inoculation failed to con- 
firm the diagnosis in most cases and this 
has been attributed to the use of strepto- 
mycin. 

Table 2 illustrates the frequency with 
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which the liver, spleen, and lymph nodes 
as well as the bone marrow, lungs, and 
kidneys were involved. 


TREATMENT 

Prior to 1946, no specific drugs for tu- 
laremia existed and agents such as neo- 
arsphenamine, mercurochrome, and _ sul- 
fonamides were used with poor success. 
During the present series streptomycin 
and its analogue, dihydrostreptomycin, 
-were widely accepted as the treatment of 
choice, and almost every case received one 
or the other drug. Since 1949, the latter 
has been used exclusively in this hospital. 
Penicillin was occasionally used, as were 
the broad spectrum antibiotics in conjunc- 
tion with streptomycin. 

Streptomycin was given in a dosage of 
from 1 to 3 grams daily. Divided doses 
of 250 to 500 mgm. were given usually, 
though sometimes a single daily dose was 
used. Generally the fever fell by lysis in 
three days, but sometimes fell by crisis. 
The duration of fever seemed to be the 
best indication of the response to treat- 
ment. Fever varied from one to forty days 
while on treatment, and the longer mor- 
bidity was associated with suppurative 
lymph nodes. No greater benefit was ob- 
served when the drug was given in dosage 
above 2 grams, and it is believed from 
this study that 1 gram daily represented 
a minimum adequate dose. 


Chloramphenicol and chlorotetracycline 
were used occasionally alone or in com- 
bination with streptomycin. Chloramphen- 
icol seemed to cause defervescence as 
effectively as streptomycin in the 10 in- 
stances in which it was used alone. Chlor- 
tetracycline was used too seldom to evalu- 
ate. The duration of symptoms was 
usually shorter in those that were treated 
early, despite the fact that these often 
had high fever and severe symptoms. Ap- 
parently, if the organism is given time 
to localize extra days of drug therapy are 
required. No accurate conclusions can be 
drawn as to the number of days treat- 
ment should be continued after the pa- 
tient is afebrile, but in these cases one 
week of treatment was adequate. 


SUMMARY 

Tularemia is a relatively common in- 
fection in man in northwest Louisiana. 
It is principally a febrile disorder with 
severe constitutional symptoms, but may 
be seen as a disease of only regional 
lymphadenopathy. The vectors discovered 
were ticks, rabbits, and rarely squirrels. 
It is to be emphasized that, more often 
than not, no vector was established (59 
per cent of all cases). 

The ulceroglandular form was the most 
common type of the disease accounting 
for 46 per cent of cases. Next most fre- 
quent was typhoidal with 36 per cent, 
then glandular (15 per cent), and oculo- 
glandular (3 per cent). 

The mortality rate was 7.5 per cent. 
Compared to the earlier survey in which 
33 per cent died, the patients of the re- 
cent series fared well, demonstrating the 
effectiveness of streptomycin. Chloroam- 
phenicol, when used, also seemed to be a 
good drug. The typhoidal variety of the 
disease bore a high mortality rate (19 
per cent) desnite the use of streptomycin. 
In general defervescence occurred in three 
days when one or more grams of strepto- 
mycin were given daily. 

Acute renal failure was the most seri- 
ous complication and it heralded death in 
the majority of the fatal cases. 

CONCLUSIONS 

1. Any patient, regardless of age, race, 
sex, or vector history, who is ill with a 
fever of undetermined origin, should bring 
to mind tularemia in the differential diag- 
nosis, especially in northwest Louisiana. 
If necessary, treatment may be begun be- 
fore the diagnosis is confirmed by the 
agglutination series since the disease may 
run a fatal course before the antibodies 
appear. 

2. Streptomycin is an effective drug in 
this disease, as shown by a marked reduc- 
tion in the mortality rate (33 per cent to 
7.5 per cent) in two comparable studies 
at this institution. 

3. Acute renal failure is frequently an 
important contributing factor to death in 
fatal cases. 





Ly. 
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The primary reason for morbidity re- 
porting by physicians, to the State De- 
partment of Health, is to alert the De- 
partment to the occurrence of diseases so 
that preventive and control measures may 
be instituted and to make the other phy- 
sicians in the area aware of the occur- 
rence. 


Morbidity data disclose the prevalence 
in the state, or parish, of diseases dan- 
gerous to the public health, especially epi- 
demic diseases. Early reporting by physi- 
cians is the first step in applying pre- 
ventive and control measures. When dis- 
eases are not reported, the public health 
is placed in jeopardy; if reporting is de- 
layed, the effectiveness of control meas- 
ures is lessened. It is clear, therefore, that 
close collaboration between private prac- 
titioners and public health officials is es- 
sential for the protection of the health of 
our people. 


When the disease reported is investi- - 


gated and controlled, the data collected 
during the occurrence is assembled, stud- 
ied and interpreted. This data is the raw 
material used by the Health Department 
to plan more effective programs for the 
prevention and control of the disease. 


The collection of morbidity data by the 
United States Public Health Service was 
authorized by an Act of Congress in 1878. 
One year later, Congress appropriated 
money for the collection and publication 
of reports of notifiable diseases, the prin- 
cipal notifiable diseases being smallpox, 
plague, cholera, and yellow fever. In 1893, 
a Congressional act provided for weekly 
collection of morbidity data from state 
and municipal authorities. To facilitate 


From the Section of Epidemiology, Louisiana 
State Department of Health. 


this collection, Congress by Act in 1902, 
directed the Surgeon General of the Pub- 
lic Health Service to provide forms for 
the collection, compilation and publication 
of morbidity data. 

About 1914, state health officers were 
designated as Collaborating Epidemiolo- 
gists and local officials, usually local 
health officers, were appointed as Assis- 
tant Collaborating Epidemiologists. 


In 1919, at the request of the State and 
Territorial Health Authorities, the Public 
Health Service started supplying to all 
states, who requested it, report cards with 
penalty mailing privileges. Some states 
have not availed themselves of the use of 
these prepared report forms, but instead 
have used forms of their own devising 
and printing. From 1941 and until re- 
cently, Louisiana was one of these states. 

This year, Louisiana was forced to re- 
vise its practice. Today, in this world of 
strife, tension and catastrophes, a report- 


ing system that will work smoothly and 
effectively in times of emergency is a 
necessity. The more routinized and stan- 
dardized a practice is, the more apt it 
is to function properly under stress. Com- 


plete, accurate, standardized reporting 
through established channels is of in- 
creasing importance as the threat of bio- 
logical and atomic warfare approaches 
reality. For many years, the State Board 
of Health has determined the diseases 
which Louisiana physicians are to report 
and has developed, printed, and distributed 
forms for the reporting of these diseases. 

On January 1, 1956, the State Depart- 
ment of Health abandoned its report forms 
and requested the Public Health Service 
to provide a supply of morbidity report 
forms for use by physicians. This will 
bring Louisiana practice in accord with 
the morbidity reporting practices of most 
of the States and provide for the stan- 
dardization so gravely needed. 

The new report forms have been re- 
ceived by the State Department of Health. 
These have been bound into books of 25 
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woo CONFIDENTIAL CASE REPORT 


DISEASE 


Form approved. 
Budget Bureau No. 68 





DATE OF REPORT DATE OF ONSET 








PATIENT'S NAME AGE | SEX RACE 





STREET NO. (R. F. D. if rural) 


ADDRESS 








| CITY OF COUNTY 





NAME OF.HOUSEHOLDER 





REMARKS 








NAME OF REPORTING PHYSICIAN, HOSPITAL, OR OTHER AUTHORIZED PERSON 





OFFICE ADDRESS 





REPORT BY NUMBERS OF CASES ONLY: 








USE REVERSE SIDE FOR SPECIAL 


*HECK SRE IF 4 JITIONAL C2 Si { NEEDE 
INFORMATION FOR TB AND VD [) CHECK HERE IF ADDITIONAL CARDS ARE NEEDED 


Figure 1.—Front—Confidential Case Report Card. 


TUBERCULOSIS 





IS THIS CASE REPORTED AS A RESULT OF AN | 


IF THIS CASE IS BEING REPORTED AFTER DEATH, 
GIVE DATE OF DEATH. 


ACTIVITY STATUS 


X-RAY SURVEY? YES 
FORM AND EXTENT 
PULMONARY 
MINIMAL oO 


NO 





BACTERIAL STATUS 
POSITIVE 
pawn 2 NEGATIVE [FJ 
MODERATELY ADVANCED 7-9 

UNKNOWN 
FAR ADVANCED F ACTIVITY UNDETERMINED : 
3 

T >} a Ss » 7 YY | » t¢ 3A , , , J wr , %y 
OTHER, SPECIFY_____ _ | PROBABLY ACTIVE (9 en 5 
PROBABLY INACTIVE F 


NONPULMONARY, SPECIFY CULTURE oO 





INACTIVE 0 ANIMAL INOCULATION oO 





VENEREAL DISEASES 





SYPHILIS 
(Check stage) 


OTHER VENEREAL DISEASE 
(Cheet Cope) HAS THIS PATIENT BEEN 
INTERVIEWED FOR 


Oo PRIMARY OR SECONDARY oO GONORRHEA 


oO EARLY LATENT (Under 4 years duration) 


oO LATE LATENT (Over 4 years duration) 


[] LATE—Type 
CF CONGENITAL 


| [) CHANCROID 
| LYMPHOGRANULOMA 
| YENEREUM 


oO GRANULOMA INGUINALE 


CONTACTS? 


oO YES oO NO 





DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE—Public Health Service 


Figure 2.—Back—Confidential Case Report Card. 


cards each and a supply has been mailed 
licensed to practice 
medicine in Louisiana. The form entitled 
“Confidential Case Report”, is printed on 
a 3” x 5” card (Figure 1—Front; Figure 
2—Back) and is to be mailed by the phy- 


to each physician 


partment. 


GPO: 1955—0O-364475 


sician when completed in a sealed, penalty 
privilege envelope, to the local health de- 


The list of Reportable Diseases for Lou- 
isiana as established by the State Board 
of Health is as follows: 
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FROUP 1—BACTERIAL 


a. 


3. 


4. 


Brucellosis (Undulant Fever) 
Diphtheria 
Meningococcal Meningitis and 
Meningococcemia 
Salmonellosis (includes Para- 
typhoid and all other Salmon- 
ella) 
Pertussis (Whooping Cough) 
Rheumatic Fever 
Shigellosis 
Streptococcal Sore Throat (in- 
cludes Searlet Fever) 
Tetanus - 
Tuberculosis—Pulmonary 
Tuberculosis—Other Types 
(Specify) 
Tularemia 
Typhoid Fever 

VIRUS 
Infectious Encephalitis (Pri- 
mary Virus Mosquito-borne) 
Infectious Hepatitis (includes 
Serum Hepatitis) 
Measles 
Poliomyelitis—Paralytic 
Poliomyelitis—Non-Paralytic 
Rabies in Man 

RICKETTSIAL 

Rocky Mountain Spotted Fever 
Typhus Fever (Endemic) 


GROUP 2—ANY 


REPORTABLE DISEASES 


PROTOZOAN 
Amebiasis 

PARASITIC 
Trichinosis 

VENEREAL 
Chancroid 
Gonorrhea 
Granuloma Inguinale 
Lymphopathia Venereum 
Ophthalmia Neonatorium 
(Gonorrheal Ophthalmia) 
Syphilis 

OTHER 

Cancer 
Occupational Diseases (Classify 
by Cause) 
Report Dermatoses only if two 
or more cases) 
case of UNCOM- 

MON DISEASE 
Actinomycosis 
Anthrax 
Botulism 
Cholera 
Dengue 
Glanders 
Histoplasmosis 
Leprosy 
Leptospirosis (includes Weil's 
Disease) 
Malaria 


GROUP 3—Report 


57. 
58. 
5o. 
60. 
61. 
62. 


63. 


Plague 

Psittacosis 

Q. Fever 

Rat-Bite Fever 

Relapsing Fever 

Smallpox 

Toxoplasmosis 

Trachoma 

Typhus Fever (Epidemic) 

Yellow Fever 

when occurring 
in UNUSUAL NUMBERS 
(Need not be reported 
individually by name) 

Ascariasis 

Chickenpox 

Conjunctivitis, acute infectious 

(pink eye) 

Diarrhea of new born (epidem- 

ic)—if 2 or more cases 

Food Poisoning 

German Measles 

Hookworm 

Impetigo Contagiosa 

Influenza 

Mumps 

Ringworm of the Scalp 

Scabies 


GROUP 4—Reportable only by Lab- 


64. 


oratory Examination 
Rabies in Animals 


Certain of the diseases listed above are 
to be reported on an individual basis with 
adequate identifying data; certain others 
are to be reported only when they occur 
in unusual numbers. Spaces are provided 
on the new report form for notification 
concerning both types of diseases. 

The Department of Health is studying 
the use of this new form and the develop- 
ment of practices which will result in 
earlier, more complete reporting. Sugges- 
tions from practicing physicians would be 
helpful. 

The State Health Officer is the Public 
Health Service collaborating epidemiolo- 
gist for Louisiana, while the Directors of 
the local health units are usually the assis- 
tant collaborating epidemiologists. 

To apply prevention and control meas- 
ures early, the parish health unit must be 
advised of the occurrence of a reportable 
disease as quickly as possible. The easiest 
and quickest way for a physician to re- 
port is to telephone the local health unit. 
Certain specific information, depending 
on the disease reported, will then be re- 
quested by the person handling this call. 
The Health Unit personnel begin the use 
of the information immediately. Simul- 


taneously, the same information is for- 
warded to the Section of Epidemiology, 
State Department of Health, where a cen- 
tral control record and surveillance sys- 
tem is set up to assist the local health 
unit in the establishment of all necessary 
control procedures. 

When the presumptive clinical diagnosis 
is confirmed by laboratory procedures, the 
information concerning the disease is re- 
ferred to the Tabulating and Analysis Sec- 
tion for processing, which includes a re- 
port of the occurrence of the disease to 
the National Office of Vital Statistics. 

To be most useful, every space on the 
report form should contain pertinent and 
appropriate information. 

SUMMARY 

The State Department of Health is 
using a new type morbidity report form. 
These forms have been distributed to phy- 
sicians. Physicians should advise the Par- 
ish Health Unit in their parish by report 
form and by telephone of the occurrence 
of any reportable diseases. The parish 
and state departments of health, by these 
reports, will be alerted to the occurence, 
in the community, of diseases dangerous 
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to the public health. They will immediate- 
ly investigate the occurrence and institute 
such control and surveillance measures as 
‘are indicated. The data collected during 
the investigation will be assembled, stud- 
ied and interpreted and the lessons learned 
applied to the development of more effec- 
tive preventive and control measures. The 
data will also be forwarded to the Tabu- 
lating and Analysis Section of the Depart- 
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ment and to the National Office of Vital 
Statistics where it will be tabulated and 
published. These published reports and 
the reports of investigations by the Sec- 
tion of Epidemiology of the State Depart- 
ment of Health are available to physicians 
on request. This statistical information is 
useful to physicians in medical practice 
as well as to physicians engaged in medi- 
cal research. 








Editorial 


The Journal of the 


Louisiana State Medical Society 
Established 1844 


Published by The Journal of the Louisiana 
State Medical Society, Inc. under the jurisdiction 
of the following named Journal Committee: 

Paul D. Abramson, M. D., Ex-Officio 
E. L. Leckert, M. D., Chairman 
C. M. Horton, M. D., Vice-Chairman 
Sam Hobson, M, D., Secretary 
Edwin H. Lawson, M. D. 

J. E. Knighton, M. D. 


EDITORIAL STAFF 
Philip H. Jones, M. D : 
COLLABORATORS—COUNCILORS 
C. J. Brown, M. D. 
J. E. Clayton, M. D. 
Guy R. Jones, M. D. 
Ralph H. Riggs, M. D. 
C. Prentice Gray, Jr., M. D. 
Arthur D. Long, M. D. 
J. Y. Garber, M. D. 
R. E. C. Miller, M. D. 


C. Grenes Cole, M. D General Manager 
1430 Tulane Avenue 


Editor 





SUBSCRIPTION TERMS: $4.00 per year in 
advance, postage paid, for the United States; 
$4.50 per year for all foreign countries belong- 
ing to the Postal Union. 


News material for publication should be re- 
ceived not later than the eighteenth of the month 
preceding publication. Orders for reprints must 
be sent in duplicate when returning galley proof. 


Manuscripts should be addressed to the Editor, 
1430 Tulane Ave., New Orleans, La. 


The Journal does not hold itself responsible 
for statements made by any contributor. 


THE CONTROL OF POISONING 

The control of poisoning is a medical 
problem which is increasing in frequency 
and diversity. When poisoning has oc- 
curred the immediate situation involves 
recognition and therapy. The extent of 
poisoning can be judged by the occurrence 
of 1440 cases in the United States in 1952, 
in which the death certificate gave acci- 
dental poisoning as the cause of death. 
Accidental poisoning kills 500 children 
over the nation annually. Among these, 
about one third result from drugs. It has 
been reported that accidental chemical 
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poisoning is the third leading cause of 
death in children under six in New York 
City, and more children die from such 
causes than from measles, German mea- 
sles, rheumatic fever, streptococcal infec- 
tions, poliomyelitis, diphtheria, whooping 
cough and scarlet fever. Children’s death 
rates from the ingestion of poison are 
four times higher in the United States 
than in England. 

It is estimated that although 75 per 
cent of all reported cases may be treated 
by gastric lavage, it is still necessary that 
the physician have, whenever possible, ac- 
cess to information concerning the phar- 
macology of poisons and adequate plans 
for therapy. 

A report by Bernard E. Conley, Secre- 
tary of the AMA Committee on Toxicology 
indicates some 250 thousand trade name 
substances are now in the market. The 
extent to which any one of these may be- 
come a source of poisoning will be an 
unknown quantity for the physician. Rec- 
ognition of this situation led to the estab- 
lishment of the first Poison Control center 
in Chicago in 1953. This led to the estab- 
lishment of similar centers in many metro- 
politan areas over the United States. In 
New Orleans, to aid in these problems, 
the Office of the Coroner of Orleans Par- 
ish maintains a Poison Information Bur- 
eau. This Bureau is for physicians only 
and only information is offered; treatment 
is not given. This service may be obtained 
by calling New Orleans, GAlvez 6100 or 
GAlvez 2863 any time of the day or night. 
These pathologists make available their 
experience and the resources of their li- 
brary of toxicology. 

In association with the activities of cer- 
tain of these centers manuals have been 
produced which are available and which 
give valuable information for the physi- 
cian. 

Even though mechanical removal of the 
poison by lavage, or attempted neutraliza- 
tion of the effect of the poison by physio- 
logical means, may be energetic and well 
directed, still the results as the death 
totals show leave much to be desired. 
Obviously, prevention and control are far 





104 


better than treatment. In the matter of 
prevention the problem spreads beyond the 
medical field alone and becomes one of 
' significance in all phases of community 
activity — engineering, industry, public 
health, sanitation, education, law enforce- 
ment, housing, social work, and investiga- 
tive research. 

It is necessary that the public become 
conscious of poisoning in general as a 
problem, in order that the toxic potenti- 
‘ alities of a particular product may be 
manifest from the time it leaves the en- 
gineering phase until it reaches the physi- 
cian in the industry or the household 
where its danger may become manifest. 
It is obvious at the present time that the 
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weakest point in this chain of circum- 
stances is the household. 

The Board of Trustees of the American 
Medical Association has requested the 
Committee on Toxicology to draft recom- 
mended legislation on the labeling of any 
chemicals possibly harmful, which are not 
now regulated. Such a law, if enacted by 
a sufficient number of states, would give 
legal assistance in poisoning control, and 
would also focus attention, generally, upon 
poisoning as a community hazard. 

The most effective control of the prob- 
lem, however, will only result from prop- 
er education as to the proper handling 
and storing of all such potentially toxic 
substances. 
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The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


1957 ANNUAL MEETING 

At a meeting of the Committee on Arrange- 
ments held February 20, 1957, Dr. J. O. Weil- 
baecher, Jr., Chairman, announced that final 
plans were ready for the State Society meeting 
in May. Reports of subcommittee chairmen were 
received and budget expenditures were reviewed. 
Progress to date indicates promise of a most 
successful meeting. Dr. Weilbaecher has asked 
for keen cooperation of all committeemen with 
their respective chairmen in order to accomplish 
their anticipated plans. 

Essayists will be asked to submit to the Sec- 
retary-Treasurer a summary or outline of their 
topic in order to aid in the publicity for this 
meeting. A careful outline will do much to ex- 
pedite the work of the committee on publicity 
and assure adequate press coverage for 
meeting. 

All members attending the meeting are urged 
to participate in all functions. Members are par- 
ticularly urged to attend as many of the scien- 
tific sessions as possible and to inspect the tech- 
nical and scientific displays. 

The physical plan for the placing of technical 
exhibits will be somewhat different this year. 
When passing these exhibits, members are 
strongly urged to visit with representatives of 
these commercial firms whose interest in the 
State Society is evidenced by their participation 
in the meeting. These exhibitors do much for 
the Society by helping to defray a large part of 
the financial burden of having a state meeting. 


our 


Reciprocal courtesy in visiting with them does 
much to encourage them to maintain interest in 
the Society and at the same time doctors are 
greatly benefitted by valuable information fur- 
nished by these companies. 


PRESIDENTS AND SECRETARIES OF 
COMPONENT SOCIETIES 
ACADIA PARISH MEDICAL SOCIETY 
President: Dr. W. M. McBride, Iota 
Secretary: Dr. T. L. McNeely, Crowley 
ALLEN PARISH MEDICAL SOCIETY 
President: Dr. H. W. Richmond, Oakdale 
Secretary: Dr. James W. Mayes, Jr., Kinder 
ASCENSION PARISH MEDICAL SOCIETY 
President: Dr. Roy G. Folse, Donaldsonville 
Secretary: Dr. Forest E. Baker, Gonzales 
ASSUMPTION PARISH MEDICAL SOCIETY 
President: Dr. Wm. A. Pugh, Napoleonville 
Secretary: Dr. J. W. Daigle, Paincourtville 
AVOYELLES PARISH MEDICAL SOCIETY 
President: Dr. Joe Frank Simpson, Bunkie 
Secretary: Dr. Elmo J. Laborde, Marksville 
BIENVILLE PARISH MEDICAL SOCIETY 
Inactive 
BEAUREGARD PARISH MEDICAL SOCIETY 
President: Dr. Luke M. Marcello, DeRidder 
Secretary: Dr. Paul F. Strecker, DeRidder 
BOSSIER PARISH MEDICAL SOCIETY 
President: Dr. H. C. MeCuller, Bossier City 
Secretary: Dr. John RB. Hall, Benton 
(CADDO) SHREVEPORT MEDICAL SOCIETY 
President: Dr. R. K. Womack, 808 Jordan St., 
Shreveport 
Secretary: Dr. Melvin F. Johnson, Jr., 
Place, Shreveport 


940 Margaret 
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CALCASIEU PARISH MEDICAL SOCIETY 
President: Dr. Conway S. Magee, Gordon Bldg., Lake 
Charles 
Secretary: 
Charles 
CLAIBORNE PARISH MEDICAL SOCIETY 
President: Dr. W. P. Gladney, Homer 
Secretary: Dr. James F. Gladney, Jr., Homer 
CONCORDIA - CATAHOULA BI-PARISH MEDICAL 
SOCIET Y—Inactive 
DE SOTO PARISH MEDICAL SOCIETY 
President: Dr. Jacob Segura, Mansfield 
Secretary: Dr. Fred F. Cook, Mansfield 
EAST BATON ROUGE PARISH MEDICAL SOCIETY 
President: Dr. Frank J. Jones, 939 Convention St., 
Baton Rouge 
Secretary: Dr. Clifton T. Morris, Sr., 500 Roumain Bldg., 
Baton Rouge 
EAST & WEST FELICIANA BI-PARISH MEDICAL 
SOCTETY 
Robards, Jackson 
Dr. R. M. Pullig, Box 508, Clinton 
EVANGELINE PARISH MEDICAL SOCIETY 
President: Dr. C. L. Attaway, Ville Platte 
Secretary: Dr. C. J. Aswell, Ville Platte 
FRANKLIN PARISH MEDICAL SOCIETY 
President: Dr. Hollis T. Rogers, Winnsboro 
Secretary: Dr. John N. Bostick, Gilbert 
IBERIA PARISH MEDICAL SOCIETY 
President: Dr. N. C. Boudreaux, Jeanerette 
Secretary: Dr. Jacob R. Lahasky, New Iberia 
IBERVILLE PARISH MEDICAL SOCIETY 
President: Dr. R. D. Martinez, Plaquemine 
Secretary: Dr. R. J. Spedale, Plaquemine 
JACKSON-LINCOLN-UNION PARISH MEDICAL 
SOCIETY 
Grover C. Black, Hodge 
Dr. D. M. Hall, Ruston 
JEFFERSON DAVIS PARISH MEDICAL SOCIETY 
President: Dr. Frank Savoy, Jennings 
Secretary: Dr. Joseph A. Lake Arthur 
LAFAYETTE PARISH MEDICAL SOCIETY 
President: Dr. Edward W. Wynne, 506 St. 
Lafayette 
Secretary: 


Dr. Edmund Nagem, P. O. Box 568, Lake 


President: Dr. E. M. 
Secretary: 


President: Dr. 
Secretary: 


George, 


Landry, 


Pr. Edgar P. Breaux, 832 St. John, Lafayette 

LAFOURCHE PARISH MEDICAL SOCIETY 
President: Dr. Michael Smith, Jr., Thibodaux 
Secretary: Dr. Lucien Simpson, Lockport 


MOREHOUSE PARISH MEDICAL SOCIETY 
President: Dr. H. F. M. Garrett, Bastrop 
Secretary: Dr. J. B. Williams, Mer Rouge 

NATCHITOCHES PARISH MEDICAL SOCIETY 
President: Dr. R. R. Sills, Natchitoches 
Secretary: Dr. A. F. Breazeale, Jr., Natchitoches 


ORLEANS PARISH MEDICAL SOCIETY 
President: Dr. George H. Hauser, 1430 Tulane Ave. 
New Orleans 
Secretary: Dr. 
New Orleans 
OUACHITA PARISH MEDICAL SOCIETY 
President: Dr. C. T. Yancey, Monroe 
Secretary: Dr. Ed. Foster, 410 Natchitoches, West 
Monroe 
PLAQUEMINE PARISH MEDICAL SOCIETY 
Inactive 


POINTE COUPEE PARISH MEDICAL SOCIETY 
President: Dr. Eugene Durel, New Roads 
Secretary: Dr. R. N. Helm, New Roads 


J. Theo. Brierre, 1430 Tulane Ave. 


RAPIDES PARISH MEDICAL SOCIETY 
President: Dr. R. G. Masterson, 830 DeSoto, Alexandria 
Secretary: Dr. E. C. Uhrich, Baptist Hospital, Alexandria 


RED RIVER PARISH MEDICAL SOCIETY 
Inactive 
RICHLAND PARISH MEDICAL SOCIETY 
Inactive 
SABINE PARISH MEDICAL SOCIETY 
President: Dr. Lloyd H. Murdock, Zwolle 
Secretary: Dr. John A. Kopfinger, Many 
ST. LANDRY PARISH MEDICAL SOCIETY 
President: Dr. Fred J. Mayer, 
Secretary: Dr. G. S. Bourgeois, Opelousas 
ST. MARTIN PARISH MEDICAL SOCIETY 
President: Dr. Kenneth Fournet, Breaux Bridge 
Secretary: Dr. Bernard M. deMahy, St. Martinville 
St. MARY PARISH MEDICAL SOCIETY 
President: Dr. Mario Lopez, Patterson 
Secretary: Dr. H. J. Brown, Franklin 
ST. TAMMANY PARISH MEDICAL SOCIETY 
President: Dr. Paul Cashio, Lacombe 
Secretary: Dr. G. W. Davis, Jr., Mandeville 
TANGIPAHOA MEDICAL SOCIETY 
President: Dr. Clifton G. Aycock, Hammond 
Secretary: Dr. I. I. Rosen, Amite 
TERREBONNE PARISH MEDICAL SOCIETY 
President: Dr. Jules S. Dupont, Houma 
Secretary: Dr. Allen J. Ellender, Houma 
TRI-PARISH MEDICAL SOCIETY 
EAST AND WEST CARROLL, MADISON AND TENSAS 
Inactive 
VERMILLION PARISH MEDICAL SOCIETY 
President: Dr. Edward R. Villemez, Kaplan 
Secretary: Dr. D. K. Harmon, Kaplan 
VERNON PARISH MEDICAL SOCIETY—Inactive 
WASHINGTON PARISH MEDICAL SOCIETY 
President: Dr. L. L. Lancaster, Bogalusa 
Secretary: Dr. C. W. Crain, Bogalusa 
WEBSTER PARISH MEDICAL SOCIETY 
President: Dr. S. M. Richardson, Minden 
Secretary: Dr. T. A. Richardson, Minden 
SECOND DISTRICT MEDICAL SOCIETY 
President: Dr. Sidney D. Bullard, 3927 Jefferson 
Highway, New Orleans 
Secretary: Dr. Lewis I. Post, 415 Huey P. Long Avenue, 
Gretna 
THIRD DISTRICT MEDICAL SOCIETY 
President: Dr. Harold M. Flory, New Iberia 
Secretary: Dr. Jules Motty, New Iberia 
FOURTH DISTRICT MEDICAL SOCIETY 
President: Dr. Byron L. Cook, Minden 
Secretary: Dr. Roy F. Brabham, 3910 Youree Dr., 
Shreveport 
FIFTH DISTRICT MEDICAL SOCIETY 
President: Dr. O. L. Tugwell, Bastrop 
Secretary: Dr. Doyle Hamilton, Monroe 


SIXTH DISTRICT MEDICAL SOCIETY 
Inactive 
SEVENTH DISTRICT MEDICAL SOCIETY 
President: Dr. Louis E. Shirley, Sr., Jennings 
Secretary: Dr. Louis E. Shirley, Jr., Jennings 
EIGHTH DISTRICT MEDICAL SOCIETY 
President: Dr. A. J. Ochsner, II, 2015 Simmons 
Alexandria 
Secretary: Dr. W. R. Aderhold, 909 Sixth Street, 
Alexandria 


Opelousas 


Street, 


NOTABLE INCREASE IN HEALTH 
INSURANCE COVERAGE 
Americans who are covered by health insurance 
policies written by insurance companies received 
a total of $1.5 billion in benefits for the first 
nine months of 1956, the Health Insurance Insti- 
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tute reported. This figure, the Institute said, 
represents an.18% increase in benefit payments 
over the comparable period for 1955, and is 
‘based upon a survey of companies in the United 
States handling health insurance policies. 

From January through September 1956, persons 
covered under group health insurance policies re- 
ceived a total of $1.1 billion in benefits, a gain 
of 19.6% while those protected under individual 
insurance policies were paid over $450 million, 
or 12.5% over 1955. Both systems of coverage, 
explained the Institute, are designed by insurance 
companies to help the insured pay the hospital 
and doctor bills incurred through illness, or to 
help replace income lost through sickness and 
disability. 

Payments by insurance companies to defray 
hospital care expenses, the Institute further re- 
ported, in listing the benefits by type of service, 
amounted to over $669 million, including major 
medical benefits, with $488 million going to per- 
sons covered under group programs, and $181 
million paid to persons holding individual poli- 
cies. 

Surgical expense benefits, which help pay for 
the cost of operations and surgeon’s fees, amount- 
ed to more than $273 million, including major 
medical benefits, with $216 million received by 
persons protected under group policies, and $57 
million paid by insurance companies to those 
holding individual surgical expense policies. 

To help cover the cost of medical care and 
treatment other than surgery, the companies paid 
out a total of $48 million to people included under 
medical expense and major medical expense in- 
surance policies. Benefits for group medical poli- 
cies amounted to $40 million, while payments un- 
der individual policies came to $8 million. 

A fourth type of coverage, available only from 
insurance companies, was also reported on in the 
survey. Benefit payments to persons protected 
against loss of income due to sickness or disabili- 
ty came to over $519 million, $337 million paid to 
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persons insured under group plans, 
million going to those protected by 
policies. 


and $181 
individual 


Persons protected under major medical expense 
policies alone received over $44 million by the 
third quarter of 1956, with over $42 million paid 
out to those people covered by group policies, and 
individual policyholders receiving a total of almost 
$2 million. Introduced by the insurance business 
in 1948, major medical expense is designed as an 
“across-the-board” health insurance coverage, to 
help absorb the cost of major, or catastrophic 
illness. Policies are written to supplement the 
basic hospital, surgical, and medical coverages, 
and also as a non-supplemental medical care in- 
surance, both of which include deductible and co- 
insurance features. 

Payments for the specific services rendered for 
medical care and treatment which are covered 
under major medical programs were: 


Hospital $21,578,000 
Surgical 12,575,000 
Medical 5,231,000 
Nursing Services 2,841,000 
Drugs 824,000 
Other (including ambulance, 
transportation, etc.) 824,000 


In releasing the results of the survey of health 
insurance benefit payments made by insurance 
companies throughout the country, the Health 
Insurance Institute stated that the continued 
growth of voluntary health insurance demon- 
strates the need and desire of the American 
people to protect themselves against the cost of 
illness. There are over 60 million persons today 
covered by some form of health insurance through 
insurance company programs, which is over half 
of the total insured population. 

The Health Insurance Institute is the central 
source of information for the nation’s insurance 
companies serving the public through health in- 
surance. 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
Caleasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 

every month Indepencence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


RUDOLPH MATAS LECTURESHIP 
SPONSORED BY NU SIGMA NU 

The tenth annual Rudolph Matas Lectureship, 
sponsored by the Tulane University Beta Iota 
Chapter of Nu Sigma Nu, will have as its guest 
speaker this year Dr. Charles C. Higgins, who 
will speak on ‘“‘Exstrophy of the Bladder; Review 
of 155 Cases’’. 

This lecture will be delivered at 4:00 p.m., 
Friday, April 12, 1957, in Hutchinson Memorial 
Auditorium, Tulane University, 1430 Tulane 
Avenue, New Orleans. 

Dr. Charles Clare Higgins received his Medical 
Degree from Washington University and is Head 
of the Department of Urology, Cleveland Clinic 
Foundation Hospital, Cleveland, Ohio. He is 
Chairman of the Board of Governors of the 
American College of Surgeons and is a member 
of the American Board of Urology, American 
Urological Association, American Association of 
Genito-Urinary Surgeons, Clinical Society of 
Genito-Urinary Surgery and the Sociedad Vene- 
zolana de Urologica. 

Following the lecture there will be a banquet 
for members and alumni of Nu Sigma Nu. 


NATIONAL RESUSCITATION SOCIETY, 
CLINICAL HYPOXIA 

Monthly intensive week end courses in clinical 
hypoxia are held under the auspices of the 
National Resuscitation Society, Inc. (formerly, 
Society for the Prevention of Asphyxial Death, 
Inc.), matriculation fee $50. These courses fea- 
ture laryngoscopy and intubation for the pre- 
vention and treatment of respiratory and cardiac 
arrest, and will be held April 5-6, May 3-4, 


INC. 


and 


June 7-8. For details and application form write, 
Secretary, National Resuscitation Society, Inc., 
2 Fast 63rd Street, New York 21, N. Y. 


LOUISIANA HEART ASSOCIATION 
ANNUAL MEETING — SCIENTIFIC SESSION 
CONFEDERATE MEMORIAL HOSPITAL 


Shreveport, Louisiana 
May 15, 1957 
9:00 A. M. 
Symposium 
“Prevention and Management of Heart Failure” 
Dr. Joe E. Holoubek, Shreveport, President, Loui- 
siana Heart Association, presiding. 
9:00 A. M. 
“General Principles and Their Application” 
Dn Harold Jacobs, Lafayette 
9:30 A. M. 
“Clinical Use of Digitalis’’ 
Dr. William Luikart, Baton Rouge 
10:00 A. M. 
“Use of Other Drugs”’ 
Dr. John Worley, Alexandria 


10:30 A.M. 
“Question and Answer Period 
10:50 A. M. 
INTERMISSION 
11:00 A. M. 


Special Lecture 
“Coronary Disease” 
Dr. Robert H. Bayley, Professor of Medicine, 
Oklahoma University School of Medicine 
12:00 Noon 
“Bacterial Endocarditis” 
Dr. David Buttross, Lake Charles 


12:30 P. M. 
Question and Answer Period 
12:45 P. M. 
LUNCH 
Speaker 
Dr. H. S. Mayerson, Chairman, Department of 
Physiology, Tulane University and vice-presi- 


dent, Louisiana Heart Association 


Dr. George Anderson, president-elect, Louisiana 
Heart Association, presiding. 
2:30 P. M. 

Surgical Ris] il Patient With 





198 Woman’s 


Dr. Herbert Tucker, Shreveport 


3:00 P. M. 
Special Lecture 

‘Myocardial Revascularization By a New and 
Innocuous Approach” 

‘A Summary of the Present Status Of Valvular 
Surgery Illustrated by Cinematography” 

Dr. Robert Glover, Director, Cardiovascular Re- 
search Laboratory, Presbyterian Hospital, Phil- 
adelphia 

4:00 P. M. 
Special Lecture 

“The Diagnosis and Management of the Child 

with Congenital Heart Disease’”’. 


ty. 


Auciliary 


Dr. Robert E. Wells, Attending Cardiologist, At- 
tending Pediatrician, St. Christopher’s Chil- 
dren’s Hospital; Assistant Professor of Pedi- 
atrics, Temple University 

5:00 P.M. 
ADJOURNMENT 
7:30 P.M. 

“Anaesthesia for Cardiac Surgery” 

Dr. John Adriani, Director, Anaesthesiology, 
Charity Hospital, New Orleans and Professor 
of surgery (anaesthesia) Tulane and LSU 
schools of medicine 

Dr. George Miles, clinical instructor in surgery, 
LSU school of medicine 





WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


The Woman’s Auxiliary to the Orleans Par- 
ish Medical Society held its monthly meeting, 
Wednesday, February 13, at the Orleans Club. 
Mr. Scoop Kennedy, Staff Member of WDSU, 
was the guest speaker. 

In the receiving line were Mrs. Abe Golden, 
president, and Honorary members of the organi- 
zation, Mms. Herman B. Gessner, Chaille Jami- 
son, Mareus Koelle, William Kohlmann, John W. 
Linder, John Musser, Ramon N. Oriol, Cassius 
Peacock, Mendel Silber, C. Grenes Cole, and 
Roy B. Harrison. , 

Those on the standing Hostess Committee are 
Mms. Peter Everett, Aynaud Hebert, L. Sidney 
Charbonnet, Joseph Hountha, George Hauser, 
Ashton Thomas, Benjamin Morrison, John Gooch, 
Abram Goldsmith, William Rein, Louis J. Dubos, 
W. C. Rivenbark, Merrell O. Hines and George B. 
Grant. 

Mrs. Robert C. Kelleher 
Publicity chairman 


MID-YEAR EXECUTIVE BOARD MEETING 

Mrs. W. A. K. Seale, President, Woman’s Aux- 
iliary to the Louisiana State Medical Society, 
presided at the Mid-Year Executive Board Meet- 


ing, which was held at the Bentley Hotel, in 
Alexandria, on January 22, 1957. 


A panel on the problems of presidents of big, 
little, old, and new auxiliaries followed the busi- 
ness session. The participating members were 
Mrs. Harold J. Quinn, Shreveport, Caddo Aux- 
iliary president, Mrs. H. Wayne Richmond, Oak- 
dale, past-president of the Allen Parish Auxili- 
ary, and Mrs. Eugene Countiss, president-elect 
of the Orleans Parish Auxiliary. Mrs. Boni J. 
De Laureal, president-elect, was moderator. 

The following were elected to the Nominating 
Committee: Mrs. Henry Jolly, Baton Rouge, 
Chairman; Mrs. Robert Rougelot, New Orleans; 
Mrs. Creighton Shute, Opelousas; Mrs. Roy Carl 
Young, Shreveport; Mrs. Arthur Long, Baton 
Rouge; Mrs. A. N. Evans, Alexandria; Mrs. Ben 
Cobb, Monroe. 

At a luncheon following the executive session 
Dr. Paul D. Abramson, President, Louisiana 
State Medical Society, addressed the board and 
participating members on the importance of good 
public relations. 

Mildred G. Carter, 
Press and Publicity Chairman. 








BOOK REVIEWS 


Nerve Blocks; by John Adriani M. D., Springfield, 
Illinois, Charles C Thomas, 1954, Pp. 265. Price 
$6.50. 

This book is written in outline form and in- 
cludes the most commonly employed blocks. It is 
well illustrated and is ideal for teaching or ref- 
erence in regional anesthesia. From the clini- 
cians’ and anesthesiologists’ viewpoint it is both 
practical and concise in its approach. It is rec- 
ommended for the library of all interested in the 
diagnostic, therapeutic, or anesthetic use of nerve 
blocks. 

CHARLES C. ABBoTtt, M. D. 


PUBLICATIONS RECEIVED 

W. B. Saunders Co., Phila.: The Physician- 
Writer’s Book, Tricks of the Trade of Medical 
Writing, by Richard M. Hewitt, M. D.; Pediatric 
Cardiology, by Alexander S. Nadas, M. D.; Clini- 
cal Use of Radioisotopes, by William H. Beier- 
waltes, M. D., Philip C. Johnson, M.D., and Ar- 
thur J. Solari, B.S. 

Charles C Thomas, Publisher, Springfield, II: 
Practical Psychiatry for Industrial Physicians, by 
W. Donald Ross, M. D.; Fundamentals of Clinical 
Neurophysiology, by Paul O. Chatfield, M.D.; 
Stress and Strain in Bones, Their Relation to 
Fractures and Osteogenesis, by F. Gaynor Evans, 
Ph.D., edited by Otto Glasser, Ph.D. 








